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WHAT TRANSFORMATIONS DOES PSYCHOANALYSIS REQUIRE IN 
ETHICS AND MORAL EDUCATION* 


BY OSKAR PFISTER, Ph. D., 
ZURICH, SWITZERLAND 


TRANSLATED BY BENJAMIN MALZBERG 


When psychoanalysis set out on its triumphal journey, all who 
were closely associated with it, were filled with pride and joy. A 
host of invalids, whom it had not been possible to help with the 
means hitherto available, were cured. The result was effected 
not only through the elimination of the external symptoms, but 
through the dissolution of the inner conflicts, so that the evil 
was not driven further into the personality. New fields of inves- 
tigation revealed themselves one after another. People proudly 
imagined that they were confronting a new era, and that they 
were gaining great riches. The only person who faced the move- 
ment without rash enthusiasm, calmly, and in a rigorously objec- 
tive manner, was the great pioneer, Sigmund Freud. 

It was soon learned that the new acquisition was compensated 
by painful losses. The ego of self-consciousness saw itself dis- 
placed from its imposing position. It was compelled to recognize 
that the unconscious was disputing autonomous development with 
it, and that very many actions, ostensibly freely created in con- 
sciousness, were inspired by the unconscious. Even though it was 
soon perceived that it was an exaggeration to speak of the opera- 
tions of consciousness as a ballet of marionettes, controlled with 
strong threads by the unconscious, there nevertheless still remained 
an almost unbearable feeling of humiliation, which was more dis- 
quieting than that experienced by mankind in the days of 
Copernicus. 

But the worst humiliation appeared to be reserved for the recent 
past. Religion and ethies, the priceless treasures of mankind, 
seemed to be deprived by psychoanalysis of their right to exist. 
Hitherto the moral imperative was considered as something very 
exalted and worthy of profound respect, as a revelation of God, 


* Read at the First International Congress on Mental Hygiene, Washington, D. C., May 8, i980. 
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or of an ideal, intelligible world. Freud undertook to cut down 
this ancient tree, which sprang from a higher world, and to derive 
morals from very obscure and vulgar parents. Sexuality, G%dipus 
complex, identification with the possibly very doubtful father, cas- 
tration fears, adaptation to the environment and other low im- 
pulses, were to form the true sources of morality. The Bolsheviki 
did not show any less consideration for the aristocratic titles of 
Russian grandees, than did Freud for the divine right of philoso- 
phically or religiously oriented morals. 

The content of morality was likewise criticized. Freud con- 
sidered the prevailing morality to be a cultural function of doubt- 
ful worth, and raised the question as to whether it did not produce 
more harm than good. The question of the meaning and purpose 
of life was turned aside. An anxious pessimism, except in the 
field of science, ruled over life. On the other hand, apprehensive 
or malicious voices were raised declaring that psychoanalysis 
advocates open immorality. 


I 


Opposed to this I would like to enter the lists on behalf of the 
opinion that the science founded by Freud will render most valu- 
able service to ethics, and that it also will be of great assistance 
im the teaching of morals. 

Before entering upon the direct discussion, a preliminary remark 
may be permitted. Freud himself does not consider his criticism 
of morals and religion to be a necessary consequence of his method 
and empirical studies. He well knows that, in his dissertations of 
an anti-religious nature, running counter to prevailing morals, 
he entered the domain of philosophy, a field which he had previ- 
ously opposed, and from which he had skeptically turned aside. 

It must be acknowledged, however, that according to the tradi- 
tional standard of morals, Freud must be highly esteemed. In 
him are found deep sense of duty, zeal for study, fidelity to creed, 
enthusiasm for truth, kindness in wonderful degree; and whoever 
has the joy of being close to him, realizes that the founder of psy- 
choanalysis fights traditional morality only for the sake of a higher 
morality. 
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It must also be recalled in this connection that through psycho- 
analysis many depraved people have been morally transformed. 

Finally it must be emphasized over and over again that the high- 
est goals of the now despised Freudian theory and therapy, agree 
in many points with prevailing morals, deepen their purposes, and 
effect their realization. One should recall the significance of the 
moral conflict to which all psychoneuroses are traced. Ever since 
Freud abandoned his opposition to the moral tendencies existing 
in the unconscious, and derived anxiety from inner moral dis- 
cords, conscience has for the first time risen to a place of tremend- 
ous power. Never has a psychologist taken the conscience so 
seriously ! 

In addition come the practical demands of psychoanalysis. The 
teaching of sublimation and desire for betterment shows us the 
moral (which we previously had learned to regard as a sinister 
Vehmic judge) as a merciful Samaritan who lifts up, and cares 
for the sufferer, who by chance has fallen among the robber-like 
horde of neuroses. As the goal of psychoanalytic treatment, there 
is held up before us the return of the individual, suffering from 
repression, to the dominance of conscience, of reason, of ideals; 
the destruction of the life lie; and the reintegration of love in the 
highest sense of the word—all norms in accord with the prevailing 
ethics. 

The foregoing already shows us how perverted it is to charge 
psychoanalysis with immorality. On the contrary, the analyst 
takes into consideration, step by step, the obligations imposed by 
the nature of the individual. We constantly observe that men 
develop neuroses when they act contrary to their innermost guide. 
It would, however, be inexcusable, if the analyst were to leave the 
moral motive uneonsidered. If, nevertheless, this should occur, 
—I shall not now investigate whether this has been the case—it 
would be in contradiction to the thought and spirit of psycho- 
analysis. Immorality of the psychoanalyst would be immorality 
against psychoanalysis as more fundamentally understood. It 





can only be a question of the substitution of better standards, for 


standards whieh are insufficient, and therefore ethically 
disapproved, 
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And here we consider ourselves authorized, yea in duty bound, 
to show the transformations in ethics which must be undertaken in 
the name of psychoanalysis. The moral code enters our conscience 
in a apodictic manner. It requires blind submission. In this con- 
nection we constantly observe how unjust, cruel, foolish, contra- 
dictory, inconstant, weakly—in brief, how immorally such code 
behaves in countless cases. And still most people dare not exam- 
ine this pretentious authority as to its full power, and to put the 
arrogant judge back where he belongs. Analysis does this and 
must do it. Just as one judges doubtful legal claims, by an inves- 
tigation of their genesis, so does the analysis proceed in individual 
vases. It traces back the individual motives, the known and 
unknown determinants of the moral impulse, at first in the indi- 
vidual, but also in society. By this means it of course finds sexual 
impulses, Gidipus complex, incest love, feelings of insecurity, cas- 
tration anxiety, fear of publie opinion and other matters which 
do not enjoy a very high reputation. 

But this certainly does not mean, that all morality can be 
explained by such elements. A comparison may make this clear. 
A precious orchid surely needs, for its development, water and a 
soil composed in part of decayed matter and salts; nobody doubts 
that these ingredients enter into the orchid. But it would be 
absurd to wish to explain by these alone, the splendid form and 
color of the flower. For the gardener it is of the utmost impor. 
tance to know what chemical materials are contained in the flower. 
The chemical analysis can in some circumstances tell him why mal- 
formations or growth defects occurred. Likewise the demonstra- 
tion of primary sources does not in any way indicate the explana- 
tion of morals and the corresponding ethics. However, many a 
malformation may be understood through a knowledge of indi- 
vidual, moral-constructing factors. It is thus easier to define one’s 
attitude toward morals, than if one stood before a tremendous 
mystery, and—what is so important for moral education—defects 
in moral growth can then be averted much more easily. 

But the manner in which one defines his attitude toward the 
moral content revealed by analysis, and toward scientifically fash- 
ioned ethical theories, is not in itself a psychoanalytic aceomplish- 
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ment. On the contrary, psychoanalysis provides only the prepara- 
tory labor. And when the analyst or his client has defined his 
attitude toward a moral manifestation, which always results from 
a definite moral position, this, like every subsequent moral valua- 
tion become the subject of the analysis. The judge will thus be 
judged himself, but another court will in turn sit in judgment over 
his judge. An analytic process of purification sets in, and the 
analysis serves, to always call forth purer moral valuations and 
ethical judgments, and the ability to see more thoroughly through 
inferior things. The evaluation and judging of moral things is 
never in itself an analytical activity but psychoanalysis helps also 
to form ethical demands. 

Freud put hygiene in the foreground. I, as educator and minis- 
ter, at first proceeded from other considerations and, in conform- 
ity with my function, smoothed out the moral and religious com- 
plications, which arose from the unconscious. I analyzed like phy- 
sicians, but with other objectives. The curing of psychoneurotic 
maladies was for me only incidental. As I often had to deal with 
healthy individuals who did not need a physician in the 
conventional meaning of the word, I could no longer find the medi- 
eal categories sufficient. The ethical interest became dominant. 

Here | experienced a surprise of no slight consequence. Hygiene 
and ethies approached each other fundamentally, so closely that we 
could no longer think of one without thinking of the other. Many 
character defects yielded to the primary, purely hygienic, analytic- 
treatment; and certain moral defects appeared as neurotic symp- 
toms in healthy and sick individuals. One could and had to desig- 
nate them immediately as symptoms of a repression of a sexual 
character. Even so it was impossible not to recognize that the 
analytic physicians, whenever possible strove after an ethically 
satisfying cure, and deplored the lack of sublimation and moral 
improvement on the part of their client which compelled them to 
accept a result which was biologically, but not also ethically satis- 
fying. The conscientious medical analyst never recommended in 
this connection, an immoral deliverance from sickness; he could 
at best, suffer it, as his task is not identical with that of the educa- 
tor of youth and the minister. 
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I perceived that ethics had to take the wmterests of health into 
consideration, if severe damage was not to result. The older ethies 
led from pure reason, from conscience and other abstract princi- 
ples. It also held to a utilitarian ideal which demanded the great- 
est happiness to the greatest number. Or it dealt with welfare in 
general, but left out of account the point of view of spiritual 
hygiene. In the meantime, what are we to think of a system of 
ethics which makes moral heroes of some, but thrusts others into 
moral degeneracy? And how can a teacher of ethics remain indif- 
ferent to the dreadful misery caused by serious psychoneuroses? 
I have seen too many men go to pieces as the result of an ascetic 
and puritanic type of morality which weakened them, impelled 
repressions, and prescribed instincts fanatically, to remain indif- 
ferent to such a rigorous, hygienically brutal and senseless moral 
system. 

A basic change was required. Ethics must take spiritual and 
mental health into consideration. In fact, I had to take another 
step forward and‘ perceive that ethics is itself a hygiene of the 
individual and of society. However, it should not be said in this 
connection, that the entire task of ethics is accomplished by this 
hygienic performance. 

Just as ethics must necessarily approach hygiene and protect 
the interests of the latter, so must hygiene likewise place itself in 
close relation to ethics. This must happen, because the concept 
of health, like the concept of life, is undergoing transformation in 
the light of psychoanalysis. The old medical notion of life builds 
up an abstraction taken from the somatic life. What we now call 
psychoneurosis or psychosis, was even considered as not being 
disease of the mind. In the middle ages, people spoke of posses- 
sion, not sickness; to materialistic neurology and psychiatry it was 
nerve or brain disease. Psychoanalysis has for the first time con- 
sidered all psychical functions as strongly biological, that is to say, 
corresponding to the way of life. It pointed out that it is not 
feasible entirely to separate art, science, and religion from vegeta- 
tive life processes; they still are of service, actually and inten- 
sively, in the preservation of health in the medical sense. A healthy 
body life without morals is—(at least until Freud’s idea of a sei- 
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ence, which will replace religion, art and existing morals is 
realized )—absolutely impossible and unthinkable for the average 
person, especially when one takes into account the social require- 
ments of life. I am not now considering the more comprehensive 
view that the physical life is building the indispensable roots of the 
higher psychic functions, and that only both points of view, 
working together, can put to good account the whole life and its 
membership in the universe, yea, in the absolute. Here we shall 
only emphasize that the naturalistic conception of life necessarily 
widens into comprehensive thinking which does not mistake the 
abstraction for a real separation. Hygiene must therefore take 
into its sphere the higher mental functions, first of all, ethies, which 
serve to sustain the concrete life of man. 

And so ethics is rendered more hygienic and hygiene is rendered 
more ethical. 

The psychoanalyst has to struggle against false, accidental, and 
often foolish notions, inspired by the super-ego. And even when 
he by no means intends to implant his own moral beliefs in the 
pupil, he must pay attention to consequences and associations. A 
far and deep-pierecing ethics will be of valuable service to him. 
Freud himself considers it as a matter of course, that among young 
people who have been analyzed, the super-ego will be replaced by 
clarified life goals. This however presupposes the ethical orienta: 
tion of the leader. 

A further requirement, which psychoanalytie experiences put 
upon ethies, relates to the use of general standards. We see from 
many investigations of neurotic individuals, how pernicious it is 
to raise ethical standards to general rules with categorical pre- 
cision, and to expect their immediate realization by the individual 
without regard to his present situation. The rule which raises one 
person to higher levels may lower another in health and moral 
vigor. It is everywhere accepted that ethics should erect general 
norms, but above all consideration must be given to the moral 
capacity of the individual. Man is not here for the sake of ethics 
but ethics for the sake of man. It is a sign of brutality to require 
that ethical demands be carried out, even if man perish as a 
result. Not every one can live like a saint; no individual is able to 
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obey the moral commandments perfectly. The old medical dictum 
‘*Neminem laede’’ (Harm no one) is surely of importance to the 
teacher of ethics. And it must be applied to social morality, just 
as it is to individual morality. 

From this we derive the following proposition: Ethics must take 
into consideration the moral capacity of the individual and of the 
group, and should of course erect general, ethical ideals, buf it 
must not require their realization without regard to existing moral 
strength. Optimal moral vigor must stand as the general norm 
for all ethical norms. I know that one can misinterpret this view 
as leading to a lax ethics. But a glance at the innumerable sacri- 
fices resulting from uniform ethical requirements will not permit 
me to retreat from my insistence on an individual and varied appli- 
cation of ethical principles. And I require this in the name of the 
moral imperative. The command of Jesus ‘‘Thou shalt be per- 
feet’’ (Matthew 5, 48), like the entire ethics of the sermon on the 
mount, is to be understood not as command-ethics, but as ideal 
ethics; understood imperatively it must break to pieces because 
of its actual impracticability. For who can be perfect in accord- 
ance with the standards of Jesus? 

I shall not here revert to the subject of how, with the help of 
psychoanalysis, ethics is to be founded. In my book ‘*Some Appli- 
eations of Psychoanalysis,’ I undertook to accomplish this by 
means of the etho-genetic method. 

What psychoanalysis especially emphasizes is the consideration 
of the unconscious tendences. Hence follow new lessons for ethies. 
We shall do better to treat this in connection with the discussion 
of individual ethical concepts. 

We must limit ourselves to a few examples; first, the conception 
of good and evil, virtue and vice. The analyst has nothing especial 
to say as to the contents of these abstract expressions, apart from 
the principles previously indicated. On the other hand he is inter- 
ested in the question of good or evil, the virtuous or depraved 
personality. The analysis discovers, that very often, back of great 
virtue which achieves extraordinary accomplishments, is hidden 
an unknown evil impulse. The good which has been attained is 


1. Pfister, O. Some Applications of Psychoanalysis, George Allen and Unwin, 
London, 225 pp. 
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caused by a reaction or flight from the demon in the depth of the 
soul. Ethics must decide whether it will content itself with that 
goodness which exists in consciousness, or whether it also must 
require an ethical purity in the unconscious. 

Whether ethics lets itself be led only by the wish-prineiple or by 
abstract reasoning, it should surely require that the unconscious 
be also purged. There is much to be said in favor of this from the 
standpoint of psychoanalysis. We know how that virtue, which 
issues from the repression of objectionable impulses contains dan- 
gers within itself. Occasionally the repression does not maintain 
its ground and the hitherto ascete or holy man sinks into deep 
mire. Moreover, fanatical zeal, which is not brought out freely 
but through fear of the unconscious, goes hand in hand with nar- 
rowing of the horizon, which very often neglects other duties or 
trespasses on the rights of others; one need only think of the ter- 
rible wars of religion, of priestly intolerance, and of the rigorous, 
sadistic austerity of many self-righteous individuals. 

And yet the ideal of a purity of heart which reaches into the 
innermost depths of the soul, is a fiction. This follows on the one 
hand from the psychoanalytic consideration that the situation, 
which exterminates the deep impulses of the unconscious, presup- 
poses an absolute, and fully accomplished analysis. Nobody, how- 
ever, has any doubt, that such an analysis is impossible. Even the 
most thorough analysis fails to reach a great number of repressed 
wishes and representations, for the soul is an impenetrable, deep 
sea. From the standpoint of ethics, it may be asserted, that it 
was not the rationalists and intellectualists, the pure reasoning 
natures, who had previously brought about the greatest progress 
in the moral field, and consequently also in the field of rationaliz- 
ing ethics, but the fntuitive natures. Scientific consideration can, 
as I noted, above create valuable stimulation and set up require 
ments, but no system of ethics is created thereby. Science, in the 
strict sense of the word, can never set up values and norms. It 
can only provide facts, which facilitate the valuation. 

Psychoanalysis can only require that the impulses ruling in the 
unconscious should not impair the best possible moral virtues. It 
will not on that account require the ingenious production of repres- 
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sions which give rise to morally high reaction-effects, because we 
do not know in advance of the effect of the repression. We do not 
approve of the gouging out of the eyes of the nightingale, in order 
that it should sing more beautifully. And we do not intentionally 
hold evil in the depths of the soul in order that in a favorable 
instance virtue should shine the more brilliantly. We shall not 
arouse a child out of sleep at midnight, and let him play the piano, 
make his father a dipsomaniac, and destroy his hearing early in 
life, in order that a Beethoven should develop. Life looks after 
repressions; we need not increase them ingeniously, as little as the 
avoidance of each repression need be our ideal. If we let children 
go on their way completely free, in order that our interdiction 
should not cause repressions, we shall expose them to the danger 
of much worse repressions, if life asserts its sternness. Growing 
wild is the worst protection against dangers from repression. 

Another ethical notion, which the analysts must thrash out is 
that of the conscience. 

So much has been said of its injustice, foolishness, terribleness 
and venality, that the register of sins must not be reviewed here 
in detail. I bring to attention, however, the fact that the repressed 
conscience plays a still more troublesome role than the known con- 
science. And still it would be a complete reversal, to wish to 
drive the conscience utterly from the stage of consciousness. It 
would be as false and wicked as though one were to wish to do 
away with all ethics, because one disapproves of the prevailing 
ethics in so many points. It would surely be a refined conscience 
which required such an expulsion. There consequently remains 
nothing but to purify the known and, very often, too, the unknown 
conscience. In every psychoanalytic transaction deserving of the 
name, it is of great importance to replace the ill-advised, with a 
clear and noble-piercing voice of conscience; and if the physician 
is as little able as the minister, in the narrow sense of the word 
to reach this ideal in every case, he must come to an understanding 
with it. I would refuse to perform any analysis, in which ] 
could forsee that it would only raise the pathological safeguard of 
the conscience, and break the path for the immoral. Also, if the 
analyst should take the conscience from out its shell, it would 
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bestir itself; it would generally purify itself; in certain cases, 
however, it would gradually become blunted. If the conscience 
were the product only of repression, the analysis would always 
have its enfeeblement as a consequence, and one could at best con- 
sole himself with the thought that under the most favorable cir- 
cumstances evil impulses also experience a blunting. One might 
also hope that the transfer to a morally high standing analyst 
should produce a certain moral dignity after the conscience went 
tosmash. But the analyst would be unscrupulous to keep his pupil 
in the transfer, and I would reject a founding of the moral conduct 
in this manner, on the ground of heteronomy and want of liberty, 
even if it were to bring forth a few good fruits. Freud himself 
speaks in favor of the complete detachment of the analyst. 

The analytic procedure should lead to purification of the con 
science in the sense of autonomy and of greater clearness, justice, 
humanity, independence; otherwise it will have missed its goal, 
even though pathological symptoms may have disappeared. It is 
not permissible to cut the analytic cure away from the general 
ethical frame, and to establish a kind of medical province outside 
of the moral. 

The foregoing applies also to the feeling of guilt, which repre- 
sents but one form of conscience-reaction. I do not need to add 
anything to this. The psychoanalytic investigation seeks to purify 
not to destroy. It is absurd to expect the blunting of all feelings 
by the analysis. We know today that only the spurious feel- 
ings are destroyed by it, genuine ones, on the contrary only gain in 
depth and strength. This must be the result with all ethical values, 
with love, faithfulness, goodness, justice and all the rest. The 
reaction-virtues may dazzle the eye; the greatest moral results may 
emerge from the severest repressions; in general, analytic treat- 
ment, developed to meet life’s needs, creates only moral progress, 
when it is undertaken in the thought and spirit of a healthy ethics 


II 
These views come to the support of moral education. Time per- 
mits only a few illustrations. 
Psychoanalysis shows us, as mentioned above, that the boun- 
daries of attainable morality are very varied for the individual. 
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Consequently the task of moral instruction cannot consist in 
instilling the recognized morality in all pupils, as theory and 
practice. Neither the aim of education nor the methods of instrue 
tion can be the same for all children. The ideal of education must 
be presented in an engaging manner, so that all pupils may know 
it, but actually as an ideal, not as a uniform requirement. The 
optimum in moral strength is a more commendable goal in the 
teaching of morals, than that of an obligatory moral code compul- 
sory with respect to all individuals. The bow of individual moral- 
ity bursts asunder, when it is stretched too much. It is clear that 
the goal of the moral optimum ealls forth a far-reaching conform- 
ity in behavior. For ethics requires no more than that which the 
nature of the individual and of society, truly and deeply under- 
stood, require; and all men are, after all, men and have in large 
degree the same needs, healing powers and developmental possi- 
bilities. Just as hygiene sets general standards for nourishment, 
clothing and housing without specifying for each individual, so 
must ethics establish general principles of behavior. The latter 
relates to moral education. 

One of the most valuable services which psychoanalysis may 
perform for moral education, consists in the filling in of the great 
breaches which pedagogy has left open. Many of the most impor- 
tant educational factors were unknown to it, because the uncon- 
scious was hidden, or had still remained unapproachable. For 
this reason the outcome of educational work was often insufficient. 
Men still held too firmly to the text books of educational science 
and art. A tradition wide spread in Europe tells us that the 
children of the teacher and minister seldom or never turn out well. 
To be sure, taunting malice has here greatly exaggerated, but the 
fact remains that very often excellent teachers and clergymen are 
not able properly to educate their own children, however much 
they may try to do so. Psychoanalysis has uncovered many rea- 
sons why this must be so. It has adduced a series of precepts, 
which had not previously been observed. I may refer to the third 
edition of my books ‘‘Die psychoanalytische Methode’’ (Leipzig, 
J. Klinkhardt) and ‘‘Love in Children and Its Aberrations”’ 
(George Allen and Unwin, London). Without knowledge of the 
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(Edipus complex, the castration fear, especially the repressions 
productive of illness, it would have been impossible to discover 
the danger signs. Freud rendered to pedagogy services similar 
to those which Louis Pasteur rendered to medicine and biology. 

Psychoanalysis has recognized love as the weightiest instrument 
of moral education. It has shown why the imperative moral edu- 
cation, which became evident through Kant’s rigorous philosophy, 
must often produce such bad consequences. It perceived that this 
cold, strict education must create repressions, which injure, even 
when the result of teaching turns out favorably, which as every 
one known is not the case with many pupils. Kant’s ideals may be 
adapted excellently to the education of civil service officials and 
military officers but such an inflexible system does not suffice for 
the education of free, untramelled, creative personalities. Analy- 
sis gives praise to Pestalozzi not to Kant, to the new testament 
with its strength of salvation and its furtherance of the highest 
love, and not to the old testament with its threatening ‘‘Thou shalt 
not.’’ Moral instruction must in the first place be training in love, 
for when love suffers injury, then arise all possible psychoneuro- 
ses, character defects, aberrations of intelligence, ete. 

Therefore the psychoanalytic pedagogy founded by myself turns 
bluntly away from the dry moral instruction with its abstractions 
and rules of life. ‘‘Only love can lead to love.’’ This sentence 
taken from an old church hymn contains a significant truth, which 
however can only be evaluated by means of a thorough knowledge 
of the unconscious. 

Psychoanalysis has penetrated the psychology of leadership. 
What however is still lacking is the understanding of the freedom 
of the leader. Freud has shown the importance of this freedom 
for analysis, and he is surely doing it also for education. But it 
seems that some of his pupils see only the advantages of transfer- 
ence, but not its dangers, which consist above all in dependence on 
others, uncritical beliefs and later in authority-play. 

As in analysis, so also in education must a friendly attitude 
enter, through which personal freedom will not be impaired. A 
leading law of instruction, for which I have been fighting many 
years has been given to education and the ministry by psycho- 
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analysis. It is the principle of compensation. I put it in the fol- 
lowing words. /[/ a youth is to be freed from immoral behavior a 
compensation, free from objection and according more satisfaction, 
must be procured for him in return. We know through the analy- 
sis of sick individuals, that an illness can only be finally cured 
when substitution is made of a pleasure that will not give rise to 
other sickness. The same is of importance in the fight against 
vice; a morally unobjectionable means of satisfaction for the offen- 
der must be found, otherwise the cure does not last, or there ensues 
a fall into another and perhaps still worse vice. But normal edu- 
cation must also consider, that the confining of impulses, without 
simultaneous presentation of better values, effects slight repres- 
sion, and that vigorous denials involve resentment, masochism, 
neuroses and other disturbances in individual pupils. Much of 
misery would be avoided, if the educator could know and apply 
this principle of compensation. 

Finally, | mention those services with which psychoanalytic ped- 
agogy was inaugurated in 1908. This relates to the treatment of 
mentally sick children. What we have previously discussed is 
hygiene. Moral instruction, as we have carried it out, is mental 
and social hygiene. Now we shall indieate the moral help, which 
will be offered by psychoanalysis, to the suffering pupil. 

The analytically-sharpened look quickly recognizes slight symp- 
toms of moral and immoral processes, which are created by repres- 
sion. Trifles, formerly unobserved, such as odd ink-blots, failure 
of thought or memory, apparently accidental misfortunes, strange 
trains of thought, noteworthy expressions of feeling and will, ete., 
often betray very weighty secrets, inner needs, dangers, in con- 
nection with which the child does not know how to help itself. One 
ean also perform innumerable services to completely healthy indi- 
viduals, often with little exertion, as I have shown in the books 
quoted above. 

The knowledge of such early symptoms becomes of extreme 
importance in the case of a development under way which threatens 
morality. Sleeplessness, somnambulism, aversion for certain 
healthy foods contrary to the interest of health, ceremonies of 
departure, strange expressions of feeling, etc., very often urgently 
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require a thorough investigation. Just as a very small point in 
the back of the eye can betray the beginning of a sarcoma to the 
ophthalmologist, so an experienced pedagogical analyst can in cer- 
tain circumstances recognize very important premonitory symp 
toms in little things, which no one previously had considered as 
significant and which call for urgent attention. A passion for an 
analysis which is not necessary, we consider as a child’s sickness 
which is quickly cured through experience. 

Often the modification of unfavorable educational influences 
suffices to repair the damage; often separation from parents, or 
training of parents is necessary; in difficult cases, however, the 
pupil must be given analytic treatment, in order that his moral 
development may proceed along right lines. When to use one 
method or another can only be determined through long experience 

It need hardly be emphasized that the teacher may undertake 
deep analysis only after thorough analytic education. Easy, 
superficial analyses of daily events are quite harmless. Every 
vocational teacher should be able to perform easy tasks of the Good 
Samaritan type, such as every teacher has to exercise occasionally, 
in connection with slight injuries to his pupils. 

The results with regard to ethical education of orientation and 
treatment through psychoanalytic means are most gratifying. As 
the first who undertook this work, and with 22 years of experi- 
ence, | may assert this with full conviction. To be sure, the treat- 
ment of healthy persons, who suffer from effects of repression, is 
more difficult than that of sick persons, for the insight into the 
need for correction, and the longing for liberation are lacking in 
a high degree. Not all healthy pupils, who require analysis, are 
capable of being analyzed. With the unintelligent, the masochists 
and the constitutionally morally defective, the analysis cannot pro- 
ceed. At best it can here effect prophylaxis, and recognize exist- 
ing false influences. But there remains a great army of healthy 
and sick pupils, in whose moral development the deeper pedagogy 
can render splendid assistance. 

Looking back and summarizing, I repeat the conviction that 
psychoanalysis is summoned to perform a great and indispensable 
service to ethics and moral education. False and dangerous tra- 
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ditions must be eliminated from both sides, but only in the inter- 
est of higher ethics and better moral education. Nature must come 
to its own, but not in the sense of a naturalism, which misjudges 
the ideal virtues. Naturalism without idealism is anti-naturalism, 
because the advance to the ideal belongs to the nature of the spirit, 
to the complete nature of man. Psychoanalysis does not wish to 
wield the hammer however, in order merely to smash old idols; 
it wishes above all to manipulate the trowel and help mankind 
build a home. Psychoanalysis cannot do this alone. Neither com- 
plete ethics nor adequate moral education can be obtained from 
it. But it is able to contribute splendidly toward this work. With- 
out aid of psychoanalysis, driven deeply into the unconscious, it 
is naive to attempt to win a higher synthesis with more noble, 
more satisfying moral values. The results to date permit us to 
hope confidently that, with the cooperation of the more fundamen- 
tal psychology, a new day for education and ethies will dawn. 


























PRINCIPLES OF PSYCHOTHERAPY IN PSYCHOSES* 


BY PAUL SCHILDER, M. D., Ph. D. 
CLINICAL DIRECTOR, PSYCHIATRIC DIVISION, BELLEVUE HOSPITAL 


Some years ago there was brought to me a 25-year-old girl 
who complained that there were men watching her on the street. 
These men, she believed, were sent by her father and wanted to 
rape her in order to make her free of her nervous troubles. She 
felt depressed and wanted to kill herself. On the insistence of her 
family I started with hypnotic treatment, although the diagnosis 
of paranoid schizophrenia was well established. The patient did 
not go into a deep hypnosis but soon she felt much better. During 
the hypnosis she trembled all over but finally confessed her love 
for the physician without ever being aggressive. From that 
moment her symptoms disappeared completely. She won full 
insight into her symptoms. An attempt to analyze the transfer- 
ence to the physician was not made. The patient was dismissed 
with full insight, capable of working. As the only symptom the 
love for the physician remained. The patient remained healthy 
for about two years. She worked successfully in a candy store. 
She did not make an erotic adjustment and remained without sex- 
ual satisfaction. After two years she started with paranoid ideas. 
She was not treated by me at that time. The man who conducted 
her treatment was thoroughly competent. Psychotherapy at that 
time was without any effect. I saw the patient in the clinic with a 
full-blown paranoid schizophrenia, full of delusions, mostly of a 
sadistic type. It was impossible to get in contact with her. 

We may ask ourselves, ‘‘ What has happened?’’ We know that 
hypnosis is one of the methods by which we get transference. But 
this transference is given very quickly and in a very great amount. 
The difficulty in hypnotic transference is that we never know 
exactly what is going on in the patient and therefore sometimes 
have difficulty in handling this transference. It is an unanalyzed 
transference. The sex activity of the patient seemingly was 
attached to the physician in the course of the hypnotie procedure 
and her psychotic activity was converted into love for the hypnot- 
ist. Generally we do not dismiss patients from psychotherapy as 
long as the transference is in full strength, but I was afraid that 

* Read at Ward’s Island Psychiatric Society, January 29, 1931. 
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the symptoms would come back in a case like that if I would lessen 
the transference. Of course, from the beginning it was not a full 
recovery; otherwise the patient would have been able to find a 
love object by herself, but still it is astonishing that the patient 
not only relapsed after two years but was also resistive against 
any attempt at psychotherapy. 

In what way do the first and second attacks differ? Is there 
a greater amount of libido invested into the pathological symptoms 
in the second attack or is the second attack more severe because 
the libido is immovably fixated in the symptoms? I am almost 
inclined to believe the latter is the case. At the beginning of the 
disease the point of fixation, the early pathogenic events in life, 
already exist and libido is invested in them, but still this libido 
is movable and can be shifted to the physician. In the later 
development the invested libido cannot be shifted any more. But 
certainly there is also the possibility that we deal with differences 
in the amount of libido invested or, in other words, with purely 
quantitative factors, whatsoever method of psychotherapy used, 
we use the libido of the patient. The amount of libido he gives to 
us is limited and the quantity will vary according to the object 
libido which he can liberate from his points of fixation. It seems 
that with the progress of a disease greater amounts of libido are 
invested in the early points of fixation and in the libidinous fixa- 
tions of the childhood and that the amount of libido at the disposal 
of the psychotherapy will become less and less. There is also one 
barrier in the psychotherapy of schizophrenics in the amount of 
libido we can get from the patient. 

Before we try to go deeper into the question of psychotherapy 
in schizophrenia, some general remarks about the psychology of 
schizophrenia are necessary. In schizophrenia we deal with a very 
deep regression to the narcistie stage of libido. With this deep 
regression there is also connected a regression of the ego ideals 
and of the super-ego. New identifications take place. New ego 
ideals are built up in a more or less incomplete way. The compli- 
cations of the clinical pictures arise because the regression in the 
libidinous tendencies and in the ego ideals is not complete. The 
individual tries to maintain relations to the world and tries to 
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retain an object cathexis. He defends himself against every step 
backward to the primitive sexuality and towards narcism. Many 
of the phenomena are based upon the attempt at recovery from the 
lower regressions. The individual tries to go back to reality and 
to fully developed sexuality, which is a sexuality of the heterosex- 
ual type. The (dipus complex is therefore in the beginning of 
schizophrenia very often strongly revived, sometimes as an attempt 
to escape homosexuality, sometimes as an attempt to escape still 
lower levels of regression, as anal and oral regression. In psy- 
choses of the schizophrenic type there is a difficulty in coming into 
close contact of the heterosexual type or, in other words, the trans- 
ference is insufficient. 

You know that hysteria, anxiety, obsession neurosis, and com- 
pulsion neurosis have been called transference neuroses because 
of the fact that transference is easily gotten if one uses the correct 
passive and analytic technique. It is true that in the typical 
analysis of a neurotic we find not only a transference starting 
from the fully developed (&dipus complex, but we also find a 
transference of a lower type—of the pre-genital type. But there 
is no question that an analysis is finally based upon the trans- 
ference of a genital type, that is, the Gidipus complex. Only if 
the whole analysis is based upon the transference which is a repe- 
tition of the CGédipus situation can we reckon with success. Of 
course the lower types of transference, anal, oral, and sadistic, 
will also come out, but it is not possible to base an analysis upon 
them. Whereas in the neurosis the free association method is 
absolutely sufficient to procure transference, in eases of schizo- 
phrenia we usually have to use many methods to get the trans- 
ference of the patient. We may be friendly, re-assuring, may even 
give him small presents, comply with his wishes, show openly our 
interest in him and his problems, may evaluate delusions and hal- 
lucinations from his point of view. We may then get a transfer- 
ence which is strong enough to make the patient talk and be inter- 
ested in the whole procedure of treatment. At the same time we 
may revive more primitive types of transference—anal, aggres- 
sive, oral—and the patient may show the transference by offering 
feces or urine, ‘We do not like it if the patient hits us, showing a 
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transference and an interest in the world of a rather primitive 
and aggressive type, but still it may be progress in comparison 
with the deep regression of the catatonic stupor. Still we would 
prefer it if such a transference came out not in action but only 
in fantasy. This is only possible if the primitive transference is 
eounter-balanced by forces coming from an (C#dipus situation 
transference. The first step in the treatment is therefore winning 
the transference of the patient in a more active way than in a 
neurosis. We therefore enforce the object cathexis at the begin- 
ning of the treatment. 

The second phase of every psychotherapy in a neurosis as well 
as in a psychosis is the using of the transference. In hypnosis, 
where we get the transference very quickly, we may use this trans- 
ference either to find out forgotten material or to educate the 
patient. In the psychoanalysis of a neurosis we use the transfer- 
ence in order to dig out the early infantile situation which have 
been of importance in the life of the patient and, in so doing, we 
revive all the important early situations of the patient’s life. At 
the same time the ego ideal is dissolved and rebuilt again. Gen- 
erally we do not use any active influence in the rebuilding of the 
super-ego of the neurotic patient. We are convinced that the neu- 
rotic and the normal person will build up again by their own force 
an ego ideal. We do not have to help them. We also know that 
the strength of the ego plus the super-ego system is sufficient to 
prevent primitive material from coming out in actions which do 
not fit into the social order. In the schizophrenic case we cannot 
be sure about that. If we explain to a patient that he has homi- 
cidal impulses, he may agree and, because of the weakness of the 
ego plus super-ego system, may act accordingly. In the second 
phase of psychotherapy we have to ask ourselves how far the 
patient is able to stand the coming out of the primitive material. 
That is an important difference from the technique of the analysis 
of the neurotic. Ask whether the ego system of the patient can 
stand the primitive material. We also need a constant attempt 
to re-enforce the ego plus the super-ego of the patient. This is 
the third point in which the analysis of the psychotie differs from 
the analysis of the neurotic. In the neurotic case we hardly ever 
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have the opportunity to order the patient to be more moral and 
not to let himself go too much. In the psychotic we need this 
principle of education. I do not believe that the ego in the psycho- 
analytic sense—I call it the perception ego—is primarily impaired 
in the schizophrenic. The difficulties of the ego in schizophrenia 
are the result of the breaking through of wild primitive tendencies 
and the relative insufficiency in the synthetic power of the ego to 
correlate them—in the beginning, at least. (in the the paranoid 
state there may afterwards even be an increased successful effort 
in this respect.) The ego especially lacks the help of a well organ- 
ized ego ideal system. The ego is therefore impaired and one has 
to help it by way of education, work, or occupational therapy. 
All these measures can be summarized by saying that the ego sys- 
tem has to be helped. Whereas in the neurosis there is a strong 
trend of logical thinking and we have to break the trend to logical 
thinking by the free association method, in schizophrenic psychoses 
a sharp differentiation between the system of consciousness and 
unconsciousness will not exist. Conversation will often substitute 
the free association method. If we use not psychoanalysis but 
hypnotic, suggestive education methods, no special technique is 
necessary. 

The third phase of psychotherapy in neuroses is breaking the 
transference, and we are not satisfied with the treatment of a neu- 
rosis unless we have dissolved the transference. This is true as 
well for psychoanalytic as for hypnotic treatment. In schizo- 
phrenic patients we should not be so vigorous about dismissing a 
patient only when the transference has been broken. In many 
cases it will be necessary to keep the patient in some dependence 
on the physician and not to take the risk of taking away from him 
this point of cathexis. Psychotherapy which ends in an unbroken 
positive transference is certainly not a complete success, but in 
many cases we shall be glad to have relative success with trans- 
ference as the major symptom of the disease. We do not always 
insist upon breaking the transference. If we consider that in a 
psychosis there will usually be a difficulty in the ego plus ideal ego 
system, one will see that what we have emphasized about schizo- 
phrenic psychoses will have some value in the treatment of psy- 
choses generally. 
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In the manic-depressive psychosis, besides an oral regression, 
we deal with a change in the relation between the super-ego and 
the ego. In melancholia the super-ego is extremely severe toward 
the ego and the gap between the two is increased. In mania ego 
and super-ego are united with each other. In melancholia the 
individual is so much concerned with torturing himself that it is 
difficult to get the necessary amount of libido. The severity of 
the super-ego will increase whenever new libidinous material 
comes to the surface. The severity of the super-ego has to be either 
appeased or the individual has to be consoled; otherwise the dan- 
ger of suicide will be increased. In this case we help the ego and 
the id against the super-ego. The danger of suicide may be in- 
creased during analytic treatment. One has to watch the patient 
carefully in this respect. Other psychic treatments like hypnosis 
and persuasion are intended to help the ego against the super- ego. 
Whereas in melancholia it is sometimes difficult to get transfer- 
ence, it is easy to get transference in mania. However, it is very 
difficult to keep it. The manic has a tendency to drop the love 
object. Only in cases in which the flight of ideas is not too far- 
going will it be possible to retain the necessary amount of trans- 
ference. If psychoanalysis is done in the interval, no special tech- 
nique will be necessary. In mental confusion the psychic treat- 
ment will only lead the individual back to reality. It will be a help 
for the ego. Psychoanalysis generally will neither be possible nor 
necessary. 

If we summarize we may say that in a psychosis the ego system 
(ego plus ego ideal) is more impaired than in the neurosis. Our 
methods of therapy will therefore have to help the ego plus ego 
ideal system. Therefore the methods of occupation therapy, edu- 
cation and adaptation to reality will always be necessary. In per- 
suasion and hypnosis we use specific methods in order to get the 
transference by which we can enforce our education and ocecupa- 
tional system. In psychoanalytic procedure the technique has to 
be different in the following points: (1) We have to enforce the 
transference. (2) We have to consider whether the material 
brought forward can be digested by the ego system. (3) We have 
to help the ego (melancholia) or the super-ego (schizophrenia) or 
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the whole ego system. (4) We have to be very careful in the 
breaking of the transference. These differences in the technique 
have often been emphasized by myself. Hinsie and Alexander have 
come to very similar conclusions. Waelder has rightly pointed 
out also that we have to direct the activities of the ego system of 
the schizophrenic patient into the direction in which his libidinous 
tendencies point, and it will be important to find out the part of 
reality which is the nearest in reach of the patient. Since we 
think that the point of fixation in schizophrenia is in the narcistic 
sphere, it is not possible at the present time to reach this point of 
fixation by psychoanalysis. What we can do is remove conflicts 
which belong to a higher level of development or, in other words, 
secondary points of fixation. We do not yet have statistical evi- 
dence concerning the results of psychotherapy in psychoses. But 
there is no question that we reach something in every case and that 
we cannot do without a direct or indirect psychotherapy. 

Can we not enforce psychotherapy by somatic treatment? For 
many years I have been interested in a field I would like to 
‘all **pharmaco-psychoanalysis.’’ Every drug which influences 
the central nervous system also changes the psycho-sexuality. If 
we put an individual to sleep we also change the structure of the 
libido and more primitive sexuality will come out. Kauders and 
I have shown that one can help the hypnosis by giving small doses 
of medinal or paraldehyde before one starts with the hypnosis. 
The transference and the hypnosis are increased by the drug 
Sleeping medicines therefore have an influence on the psycho-sex- 
uality, bringing it nearer to the more infantile sexuality of dreams 
and sleep with the prevalence of a magic Gidipus complex. We 
know that intoxication with mesealin and cannabis indica can 
bring with it stages which very much resemble narcistie schizo- 
phrenie regression. On the other hand, acute cocaine intoxication 
brings a paranoid picture to the foreground. Cocaine intoxication 
is especially interesting because we know that after two or three 
months of drug addiction heterosexuality and latent homosexuality 
may be converted into manifest homosexuality. On the other hand, 
homosexuality predisposes to drug addiction. There is at least 
the possibility that we could change the libidinous situation by 
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drugs and that we can utilize this change for a better transference 
or for a better education of the patient. We know that Klaesi has 
inaugurated sleeping treatment of schizophrenics and excited 
manics. In this prolonged sleep the individual regresses to a 
more infantile stage, becomes helpless and seeks help. There is 
at least one psychological factor in such cures. I would not deny 
that something in a deeper layer is going on which helps in a purely 
somatic sphere too. By ether or sodium amytal one can break 
the resistance for a short time and can get an increased transfer- 
ence. One should study the influence of opium also from 
this psychological point of view. What type of psychosex- 
uality comes out inthe opium dreams and what is its rela- 
tion to the points of fixation in melancholia? We _ should 
use drugs considering their psychosexual value. This psycho- 
therapy and somatic treatment will not exclude each other 
but will supplement each other. Fever treatments are sometimes 
of effect in schizophrenic and melancholic cases. One also sees 
that somatic diseases bring a sudden change in mental pictures. 
I would not like to deny that fever and somatic diseases may have 
a purely somatic influence on the psychosis, but fever and disease 
make the individual helpless. They bring back the situation of 
childhood in which he was craving for help and love of the parents, 
and the whole libido situation will be changed. But disease brings 
with it also the fear of death and here there may also be an impor- 
tant motive for the individual to strive back to reality. At any 
rate, if there is an artificial or natural state of weakness of the 
patient, psychotherapy will meet another and probably more favor- 
able distribution of libido. 

What we know about the psychotherapy of psychoses is still in 
its infancy. That we have so far underrated its possibilities there 
is no question. Even ruthless forcing to occupation, as Simons 
has done, may have considerable effect. We have not yet suffi- 
ciently utilized mass treatment. We have not utilized sufficiently 
psychoanalysis. But whatever we do with our patients, we need 
psychological understanding of our patients and have to evaluate 
the psychological value of our procedures. Only psycho- 
analysis can help in this full understanding and, even if we do not 
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psychoanalyze a patient, we are better able to handle him if we 
know something about the deeper structure of the neurosis and 
psychosis. 
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LEUCOCYTES IN GENERAL PARALYSIS TREATED BY RADIOTHERMY* 


BY LELAND E. HINSIE, M. D., AND JOSEPH R. BLALOCK, M. D. 


The influence of body heat upon the morphological constituents 
of the blood was reviewed recently by Bunker,’ whose contribution 
was largely concerned with the activity of the leucocytes during the 
course of artificially inoculated malaria in patients with general 
paralysis. In this same communication Bunker also reported his 
personal observations. He concluded that ‘‘the parenteral intro- 
duction of various protein substances into the organism is almost 
always followed at a brief interval by a definite leukopenia, which 
is not infrequently followed by a leukocytosis.’’ He carried out 
serial hourly cell counts in patients with general paralysis while 
they were experiencing malarial paroxysms and arrived at the 
opinion that ‘‘a definite reduction in the number of leukocytes in 
the peripheral blood was observed in 30 out of 33 instances, with a 
subsequent leukocytosis of somewhat moderate degree in 27 out 
of 35.’’ He added that ‘*the reduction had its onset at about the 
time of the chill, reaching its maximum during the latter part of 
the ascent of the temperature curve or at the apex of the latter; 
the maximum degree of leukocytosis usually followed by two to 
four hours the time of maximum leukopenia, near the summit of 
the temperature curve or more usually during its gradual descent.’’ 
Bunker felt that ‘‘the malarial paroxysm has thus, in this respect, 
the aspect of being a ‘natural’ intravenous injection of foreign 
protein, in relatively massive dosage.’’ 
More recently the present authors have studied the behavior of 
leucocytes during febrile reactions induced through the electrical 
apparatus known as the radiotherm. Descriptions of the appara- 
tus and of some of the biological results produced by it have been 
given by others.* * * Here it would simply be stated that the 
1. Serial Hourly Leukocyte Counts in Tertian Malaria, as observed in Malaria-treated 
General Paralytics. Am. J. Med. Sei., 1926, CLX XII, 681. 

The Production of Fever in Man by Short Radio Waves. C. M. Carpenter, Ph. D., 
and A. B. Page, Science, 1930, LX XI, 450-452. 

3. The Effect of Heat Produced by an Ultra-High Frequency Oscillator on Experi 


mental Syphilis in Rabbits. C. M. Carpenter, Ph. D., and R. A. Boak, Ph. D. 
Am. J. Syphilis, 1930, XIV, 346. 


4. Radiothermic Treatment of General Paralysis. L. E. Hinsie, M. D., and Charles M. 
Carpente., Ph. D. PSYCHIATRIC QUARTERLY, 1931, V. 


bo 


* From the clinical department, New York State Psychiatric Institute and Hospital, New 
York City. 
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apparatus is a high frequency heater or oscillator, ‘‘constructed 
on the same principle as a short wave radio transmitter with the 
exception that the energy is concentrated between two condenser 
plates instead of being directed from an aerial.’* The patient lies 
between the condenser plates and the temperature of the patient 
may be elevated to any desired height. 

The patients on whom the observations were made were all 
adults with a diagnosis of general paralysis. In each instance the 
effort was made to reproduce the temperature curves as they occur 
in patients with general paralysis treated with ‘‘inoculated”’ 
malaria. The effort was successful. There are, therefore, control 
data, that help to clear the way for a possible explanation of the 
factors that seemingly play a role in the clinical outcome of patients 
with general paralysis treated by febrifacient agents. It is still 
too early, however, to venture any positive assertions, but one may 
gain impressions that may eventually prove helpful. 

For this preliminary investigation the white blood cells in nine 
patients were examined. Total and differential counts were made 
at approximately half-hour intervals while the patients were expe- 
riencing an elevation of temperature; subsequently the cell counts 
were observed every one or two hours, until the advisability seemed 
no longer apparent. This procedure was followed during 18 fever 
treatments. Furthermore, the 18 fever treatments are so spaced 
that results are known of the status of the cell count as it appeared 
in the first, second, third treatments and so on up to and including 
the tenth and last treatment. 

Altogether 204 total white blood cell counts and 152 differential 
leucocyte counts were made. In addition, counts were made of 
the polymorphonuclear leucocytes from the standpoint of filament- 
ous and non-filamentous forms following the suggestions made by 
recent investigators.° 

Invariably there has been found a leucocytosis associated with 
the period of elevation of temperature. This rise has generally 
been in the neighborhood of 6,500 cells per cu. mm. 


5. The Normal Filament and Non-filament Polymorphonuclear Neutrophile Count: Its 
Practical Value as a Diagnostic Aid. D. L. Farley, M. D., H. St. Clair, M. D., 
J. A. Reisinger, M. D. Am. J. Med. Sci., 1930, CLXXX, 336. 
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Perhaps it is advisable to give a brief account of certain clinical 
details connected with a single treatment in order to give a clearer 
picture of the correlation of leucocytic changes and the tempera- 
ture curves. 

The patient is placed in the radiothermic machine, the electric 
current turned on, and in the course of one to one and one-half 
hours the body temperature is generally raised from normal to 
104-105° EF. The machine is then turned off and the patient is 
immediately placed in a warm bed. Four or five blankets are 
placed around him and as a rule a few hot water bottles are 
placed about him. The purpose of the latter procedure is to con- 
tinue the temperature elevation that prevailed when the patient 
was removed from the radiotherm. After about seven hours he 
is removed from the blankets and the temperature recedes to nor- 
mal in about three hours. The degree of elevation, duration, and 
in about three hours. The degree of elevation, duration, and 
rapidity of rise and fall of temperature are almost identical in 
each treatment. The temperature curves shown in the accompany- 
ing chart (Fig. 1) are of the type usually obtained. 

The leucocytic reaction which is associated with treatment is 
provoked in each instance by essentially the same stimulus. Two 
elements are to be considered in this stimulus. First there is the 
period of one to one and one-half hours in the radiothermie appa- 
ratus. During this time the short radio waves are passing through 
the body, the temperature is rapidly rising at a rate of about 1° F 
every ten minutes, and, after the first 10 or 15 minutes, the patient 
is perspiring profusely. Secondly the temperature is kept ele- 
vated for over 7 hours in a purely mechanicai manner by blankets 
and hot water bottles. During this time there is no exposure to 
the short radio waves. Then too, there is a third prolonged period 
after the temperature has fallen practically to normal in which 
the leucocyte count very slowly returns to the pre-treatment level. 

The general curve of the total leucocytic count. In each of the 
18 treatment periods there was an increase in leucocytes during 
treatment. The increase in general was gradual, appearing some 
time during the first hour in the machine, and reaching a maximum 
about 8 hours after treatment was started. A maximum leucocy- 
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tosis of about 6,500, or 75 per cent above the control count (made 
just before treatment) was ordinarily obtained. The leucocytic 
count remained near this level (over 50 per cent above the normal) 
for about eight hours. The decline from maximum was gradual, 
reaching normal about 20 hours after the start of treatment. 

In Table I may be seen the hourly percentage rise or fall as 
regards normal. The normal is based on an average of 8,600 cells 
present before treatment. The figures are only approximate and 
represent the mean as obtained from a composite curve of all cases. 
It will be seen that a 14 per cent rise occurred in the first hour. A 
29 per cent rise occurred in the fourth and fifth hours. The maxi- 
mum, as previously stated, occurred at the end of eight hours. The 
temperature usually fell below 100° F at the end of about the 
tenth hour. The count was then 66 per cent above normal and 
four hours later it was still 58 per cent above normal. 

The above represents the general type of total leucocytic reac- 
tion. While each case gave in general the above picture there were 
individual variations. These chiefly had to do with the rate of 
rise during the first five hours. In Fig. 1, Case 1 illustrates the 
more usual curve. In Case 2 the rise was more delayed. In Case 3 
the most rapid rise of the entire series occurred. 

The rapidity of the rise is sometimes decidedly variable in the 
same patient during different treatment periods. Case 3 (Table 1), 
for instance, in a later treatment showed a more delayed rise than 
is presented in the table. In general, however, the patterns of 
the curve in the same patient were similar. The nature of the 
individual leucocytosis depends upon many and variable biological 
factors, thermic and otherwise. It is not within the scope of this 
communication to indicate other than the more general observa- 
tions in this connection. 

We were able to determine the total leucocytie reaction during 
the period in the radiothermie machine, that is, during at least 
the first hour of treatment. It was observed that one known eleva- 
tion of leucocytes occurred at 10 minutes, -and four at 15 minutes. 
At 30 minutes 6 were elevated, and 6 were unchanged or below 
normal. At 60-75 minutes 13 of 14 were elevated. In one case the 
fall seemed below the range of technical error. A subsequent series 
on this patient showed no decrease in the first hour. 
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One may conclude then that the increase in leucocytes may 
begin at any time during the period in the radiothermic machine. 
Sometimes the rise starts as early as the first 10 minutes; half the 
eases show a rise in 30 minutes; occasionally the increase in leu- 
cocytes is delayed for several hours (Fig. 1, Case 3). 

There was in general a decrease in the percentage rise above 
normal of leucocytes in successive treatments. Seven cases were 
studied from this angle and the results are reported in Table III. 
In four eases the percentage rise was decreased 14 or more per 
cent. In one case the decrease was a negligible one of 4 per cent. 
In another instance there was a marked increase. The level of 
the leucocytic count in the period between treatments in these 
7 cases was elevated slightly in 4 instances, and fell slightly in 3 
instances. 

The differential leucocytic picture. The increase in the leu- 
cocytes was confined almost exclusively to the polymorphonuclear 
neutrophiles. The average percentage rise in this type of cell was 
12 per cent. This was accomplished principally at the expense of 
the lymphocytes which showed a decline of about 9 per cent and to 
a lesser extent of the large mononuclear and transitional leucocytes 
(Table IV). It will be seen that the average of polymorphonuclear 
neutrophile leucocytes before treatment was 72.75 per cent, while 
the average maximum was 84.75 per cent. The lymphocytes before 
treatment averaged 19 per cent, and fell to an average of 10.06 per 
eent during treatment. Sample records of individual treatments 
are seen in Tables V to VIII. 

Some observers believe that the so-called ‘‘nuclear shift’’, that 
is, the quantitative changes among the granular polymorphonuclear 
neutrophiles, is far more significant than the total leucoeytie count. 
We have therefore used the suggestion of Farley, St. Clair, and 
Reisinger and have counted the filamentous and non-filamentous 
polymorphonuclear neutrophilic leucocytes. The percentage of 
non-filamentous forms (young forms), is considered an index of 
the reaction of the bone marrow. In Tables V to VITI are recorded 
the findings in four eases. Each count was made on the basis of 
100 polymorphonuclear leucocytes. It will be observed in each 
instance that there was a distinct increase of the younger forms of 
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polymorphonuclear neutrophiles, the increase paralleling rather 
closely the rise in the leucocyte count. The maximum increase of 
the early forms varies appreciably, the mean rise being in the 
neighborhood of 25 per cent. 

Summary: 1. In patients with general paralysis treated by 
radiothermy there is a distinct rise (about 75 per cent) in the leu- 
eocytie count. This count rises gradually, reaching its maximum 
at the end of about the 9th hour, and gaining its normal level at 
the end of about the 20th hour. The increase in cell count often 
starts within the first 15 minutes. 

2. The total leucocytic count tends to be less pronounced as 
treatment progresses over the full course of 10 treatments. 

3. The leucocytosis is characterized by an increase in the per- 
centage of polymorphonuclear neutrophiles at the expense chiefly 
of the lymphocytes. 

4. In induced leucocytosis there is an increase in the non-fila- 
mentous (early) forms of the polymorphonuclear neutrophile 
leucocytes. 


TABLE I. DURATION AND EXTENT OF LEUCOCYTOSIS 


Hour White blood count Per cent above 
per cu. mm. normal 

] 1,200 14 

2 2,000 23 

3 2.500 29 

4 3,700 3 

5 5,000 58 

6 5.600 65 

7 6,200 72 

8 6,500 75 

9 6.400 74 

10 5.700 66 

14 5,000 58 
24 0 0 

The mean per cent rise above normal of leucocytes during radiotherm treatment, 


expressed in terms of hours which have elapsed since initiation of individual treatment. 
The average mean total white blood count per cu. mm. is 8,600. 
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TABLE II. LeEvucocyTosis AND TOTAL COURSE OF TREATMENT 























Treatment WBC. before Maximum Increase Percentage 
Case number treatment WBC. in WBC. increase 

1 6 7,400 15,280 7,880 106 
7 7,080 13,32 6,240 8S 
10 8,360 14,100 5,740 69 
2 6 7,400 14,300 6,900 93 
8 8,400 15,040 6,640 79 
10 8,700 17,500 8,800 101 
3 1 8,200 16,000 7,800 95 
6 9,700 17,200 7,500 78 
4 6 10,950 23,020 12,070 112 
8 11,000 20,460 9,460 86 
5 4 8,750 16,760 8,010 94 
7,650 12,820 5,170 68 
6 3 9,380 12,860 3,480 37 
7,500 14,320 6,820 91 
7 2 6,800 10,140 3,340 49 
9,320 13,560 4,180 45 








TABLE III. DIFFERENTIAL LEUCOCYTIC COUNT—PERCENTAGE DISTRIBUTION 


POLYMORPHONUCLEAR 








Order of NEUTROPHILES LYMPHOCYTES 

treatment Before Maximum Before Maximum 
period treatment during treatment treatment during treatment 
First 62 77 29 15 
Second 67 79 18 12 
Third 77 85 16 8.5 
Fourth 81 89 15 7 
Fifth 72 89 19 7 
Sixth 77 87 18 10 
Eighth 77 87 16 10 
Tenth 69 85 21 11 

Average 72.75 84.75 19 10.06 
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TABLE IV. CASE 2—THIRD TREATMENT 
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Non-fila- 
PER CENT DISTRIBUTION mentous Filamentous 
Hour of Leucocytic Large forms, forms, 
treatment Temperature count Polys. Lympho. mono. Eosin. _polys. polys. 
0.0 98 7,500 77.0 18.0 4.0 1.0 19 81 
0.7 101.2 8,000 75.0 17.5 4.5 3.5 21 79 
0.9 103.5 7,950 65.0 27.0 6.0 2.0 20 80 
2.8 105.0 8,120 76.0 16.0 6.5 2.5 24 76 
4.2 105.8 9,400 87.0 10.0 2.0 1.0 32 68 
7.0 105.6 13,560 87.0 10.0 2.0 1.0 41 59 
10.0 100.4 14,320 79.0 16.0 4.0 1.0 40 60 
16.5 99.0 12,400 67.0 24.0 6.0 3.0 39 61 
24.0 98.4 8,320 75.0 18.0 5.0 2.0 35 65 
TABLE V. CASE 1.—FoURTH TREATMENT 
Non-fila- 
PER CENT DISTRIBUTION mentous Filamentous 
Hour of Leucocytic Large forms, forms, 
treatment Temperature count Polys Lympho. mono. Eosin. _polys. polys. 
0.0 98.6 12,960 62.0 27.5 8.5 2.0 13 87 
1.0 101.0 10,950 72.0 18.0 8.5 1.5 16 84 
2.0 102.8 12,540 82.0 11.0 6.0 1.0 25 75 
3.0 102.4 16,670 77.0 15.0 6.0 2.0 38 62 
5.5 103.6 22,200 82.0 13.0 4.0 0.5 39 61 
7.4 100.4 23,020 77.0 15.0 7.5 0.5 39 61 
12.5 98.6 20,200 71.0 22.0 7.0 0.0 35 65 
24.0 99.0 10,760 70.0 22.0 7.0 1.0 26 74 
} 
| TABLE VI. CASE 9—FIFTH TREATMENT 
' Non-fila- 
PER CENT DISTRIBUTION mentous Filamentous 
Hour of Leucocytic Large forms, forms, 
treatment Temperature count Polys. Lympho. mono. Eosin. polys. polys. 
0.0 98.0 9,320 72.0 19.0 5.0 4.0 28 72 
} 0.3 aint 9,480 75.0 18.0 5.0 2.0 35 65 
0.5 101.2 9,400 75.0 20.0 3.0 2.0 37 63 
0.8 102.8 10,150 82.0 13.0 4.0 1.0 44 56 
1.5 104.4 10,100 84.0 12.0 3.0 1.0 41 59 
3.6 104.8 10,640 85.0 10.0 1.5 3.5 46 54 
5.8 105.4 11,900 89.0 7.0 2.0 2.0 54 46 
8.5 102.8 13,560 87.0 7.0 2.5 3.5 53 47 
15.0 99.0 11,200 80.0 14.5 3.5 2.0 62 38 
23.0 98.6 7,180 79.0 14.0 3.5 3.5 28 72 


JULY—1931—c 











TABLE VII. Cass 3—SiIxTH TREATMENT 
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PER CENT DISTRIBUTION pest od Filamentous 

Hour of Leucocytic Large forms, forms, 

treatment Temperature count Polys. Lympho. mono. Eosin.  polys. polys. 
0.0 99.2 9,380 77.0 16.0 6.0 1.0 28 72 
0.1 nat 9,440 80.0 14.5 4.5 1.0 30 70 
0.5 100.2 9,560 82.0 11.0 5.5 1.5 31 69 
1.3 103.6 12,700 75.0 15.0 8.5 1.5 32 68 
2.0 104.4 12,860 80.0 15.0 4.0 1.0 30 70 
3.2 105.0 12,220 85.0 8.5 5.5 1.0 42 58 
4.6 105.8 11,820 79.0 13.0 7.5 0.5 51 49 
7.0 104.6 10,320 85.0 9.5 4.5 1.0 54 46 
9.5 100.0 10,440 75.0 17.0 7.5 0.5 56 44 
15.0 99.6 10,100 70.0 21.0 8.0 1.0 3 47 
24.0 98.4 8,040 72.0 20.0 7.0 1.0 41 59 











































EXPERIMENTAL CATATONIA* 
Comparative Study of the Action of Certain Known 
Toxic Substances 


BY GEORGE W. HENRY, A. B., M. D. 
DIRECTOR OF LABORATORIES, BLOOMINGDALE HOSPITAL, WHITE PLAINS, N. Y. 


Ever since the time of Hippocrates physicians have believed 
that mental illness had its origin in disordered metabolism. Cer- 
tain kinds of humors in the blood were said to be directly related 
to specific forms of mental illness and practically all methods of 
therapy included the elimination of what we now regard as hypo- 
thetical toxie substances. The revelations of the microscope and 
the contributions of those chiefly interested in psychogenesis have 
tended during the past half century to obscure the evidence of 
morbid physiological processes in personality disorders. Even in 
recent decades in the effort to dispose of the useless contrast of 
body and mind there has been a tendency to dwell too long with 
the concept of total psychobiological integration rather than to 
seek a better understanding of this total complexity through more 
intensive studies of its component integrations, 

A few investigators have continued to study the effect of toxic 
substances which contribute to personality disorder and the influ- 
ence of toxie factors has been frankly acknowledged in the descrip- 
tions of toxic-infectious-exhaustive psychoses. Nevertheless 
there has been a tendency to minimize the importance of toxie fac- 
tors and this has been accentuated by the suggestions of those 
who have failed to comprehend the complexity of total personality 
reactions. 

The many indications of physiological disorders in acute schizo- 
phrenia and especially in catatonia’ have invited special attention 
to this form of illness. Pharmacodynamic and vegetative reflex 
tests have led to the conclusion that there is a state of atony in 
the neurovegetative system.’ Clinical experience shows that the 
acute catatonic patient suffers from intense and painful emotional 

1. Claude, H., et Barak, H.: La eatatonie, La Presse Médicale, Déc., 1928. 


2. Claude, H., et al: Arch. Neur, and Psychiat. 13:737. 


* This study was made possible through the Bloomingdale Hospital Fellowship in Psychiatry. 
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reactions and it has shown that even such a crude test as basal 
metabolism reflects the morbid emotional state in this illness.’ 
Other laboratory investigations have demonstrated retardation in 
glucose metabolism,* and low oxygen content in the blood,° as well 
as hypertonicity and hypomotility of the digestive system.° 

In this communication attention will be called to another method 
of studying this illness. On the basis of reactions observed in ani- 
mals, following the administration of certain toxie substances an 
attempt will be made to draw some further conclusions regarding 
the nature and causes of acute catatonia. The experiments to he 
reported are supplementary to those of de Jong who for more than 
10 years has been studying catatonia induced by bulbocapnine in 
animals.’ For several months I had the privilege of working in 
his laboratory in the neurological clinie of Professor Brouwer of 
Amsterdam and some of the studies of experimental catatonia 
have already been reported.® 

The reproduction experimentally of practically all of the motor 
phenomena of human catatonia by means of bulbocapnine sug- 
gested the need of ascertaining the effects of other toxie substances 
in order to obtain further hints regarding the nature of possible 
metabolic toxic-agents elaborated in human beings. Very early 
in these investigations it was learned that the catatonic response 
was obtained only within a certain range of dosage and that cer- 
tain mammals such as the mouse, the cat and the monkey were 
most suitable for these experiments. 

Although experiments were performed on many different ani- 
mals representing the various stages in evolution only the exam- 
3. Henry G. W.: Basal Metabolism and Emotional States, J. Nerv. and Ment. Dis., 

70:598. 
4. Henry G. W., and Mangam, E.: Blood in Personality Disorders, Arch. Neur. and 
Psychiat., 13 :743. 


5. Segal, L., and Hinsie, L. E.: The Cyanosis of Dementia Precox, Amer. J. Med. 
Sci., 171:727. 
6. Henry, G. W.: Gastrointestinal Motor Functions in Schizophrenia, Roentgenologic 


Observations, Amer. J. Psychiat., 7:135. 


og 


A general presentation of these bulbocapnine experiments will be found in a book 
by de Jong and Baruk entitled ‘‘La catatonie expérimentale par la bulbocap- 
nine,’’ published in Paris, 1930, by Masson. 

8. Henry, G. W.: Catatonia in Birds, PSYCHIATRIC QUARTERLY, Vol. 5, pp. 108-81. 

Experimental Catatonia Inducted by Bulbocapnine in Birds, Psychiatrische en 

Neurologische Bladen, Jaargang, 1930, No. 5. 
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ples of the most favorable responses will be reported. This applies 
as well to the reactions obtained from each toxie substance tested 
but it must be remembered that the dose was increased in each 
succeeding experiment in order to determine the amount necessary 
to obtain these optimum results. As a standard for comparison a 
few of the more characteristic reactions to bulbocapnine will be 
given. 
Hen No. 1. Expervment No. 24 


11:25. A. M. Injected 60 mgm. pure bulbocapnine. 


11:28 Breathing rapidly with mouth open. No spontaneous activity. 

11:29 Defecated. 

11:40 Same. No spontaneous activity. Still breathing rapidly with mouth 
open at intervals. 

12:00 M. Permits one leg to be supported 5 inches above the other. 

12:15 P. M. Has remained in this awkward position. Dozing at times. 

12:20 Photographed with leg still raised. 

12:25 Stimulated with stick—fiies about, coming to rest again when not stim- 
ulated. 

12:30 Injected pigeon and finch placed on hen’s back—all remain motionless. 

12:33 Finch and pigeon both fly away after being stimulated. Hen remains 
motionless. 

12:34 Stimulated with stick—flies away but immediately comes to rest on 
cessation of stimulus. 

1:00 Sits dozing. 

2:00 Much more alert, moving about slowly, eating. 

3:00 Dozing at times. At other times alert and active. 

4:30 Apparently normal again. 


Siskin No. 4 (Crysomitris spinus) Weight 11 gm. Experiment No. 18 


11:06 A. M. Injected 2 mgm. pure bulbocapnine. 


11:07 Motionless. Head hyperextended. 

11:09 Shaking head. Breathing more deeply. Head greatly hyperextended. 

11:12 Vomiting and swallowing movements. 

11:15 Sitting with eyes partially closed, head hyperextended.. Picked at by 
control bird—aroused. Vomiting movements. 

11:18 Sits with one wing extended—easily aroused. 

11:20 Slight quivering of wings. 

11:25 Less active than normal even when stimulated—will not do more than hop. 

11:27 After repeated stimulation quivering of both wings. 

11:32 Sits with eyes closed. Wings quivering. 

11:35 Same. 

1:30 P. M. Less active than normal—sits with eyes closed but when approached by 


stick flies away—then immediately resumes quiet, sitting posture with 
eyes closed. 


2:30 Sitting crouched in corner of cage—eyes closed. 
2:55 Hopping about—picking up seeds. Drinking. 
3:15 


Apparently normal, flying about actively, quite alert, eating and drinking. 
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Cessation of bodily movements and drowsiness appear soon after 
bulbocapnine injection. The behavior observed is similar to that 
of the normal bird when placed in a dark room. The condition is 
different from that of sleep, however, since it occurs in bright day- 
light, without the preliminary groping about shown by the normal 
bird in darkness before settling down. When a bird is only mildly 
intoxicated it responds to stimuli by making attempts to escape 
whereas the sleeping bird does little but maintain equilibrium. 
The normal bird gradually resumes its usual activities with 
increasing illumination while the behavior of the injected bird 
remains essentially unchanged. 

While a bird is mildly intoxicated it is attacked by a normal bird 
and makes no defense. Awkward positions are not assumed spon- 
taneously but within certain limits of intoxication they may be 
imposed provided that the bird is handled gently and has not been 
excited by more potent stimuli. 

Passive negativism or automatic resistance to being pushed is 
often fairly well developed but it is sometimes difficult to disso. 
ciate this from the ever present tendency to maintain equilibrium. 
Occasionally there is a suggestion of active negativism or a move- 
ment in the direction opposite to that of the pressure exerted by 
the experimenter. 

Muscular tension increases in proportion to the degree of intoxi- 
cation. Passive movements are therefore opposed by an increased 
resistance and spontaneous movements tend to become slower and 
more mechanical. 

While the bird is intoxicated it manifests no interest in food or 
water. Even when its beak is forced into water the bird makes 
no attempt to swallow but instead shakes its head as though trying 
to dislodge an unpleasant substance. 

When doses larger than those suitable for the induction of a 
catatonic state are injected, the manifestations of intoxication 
change accordingly. Muscular tension increases, posture changes 
from a flexed type to one of hyperextension, and there is a pre- 
dominance of hyperkinetic phenomena. 

All mammals do not react alike and there are slight individual 
variations among members of the same species but the reactions 
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obtained experimentally are at least as consistent as those observed 
clinically in the human being. With suitable doses of bulbocapnine 
practically all of the phenomena of human catatonia can be repro- 
duced. 


Cat No. 1. Rather Actwe Male. Weight 2,300 gm. Experwment No. 35 


May 2: 
10:00 A. M. Injected 100 mgm. commercial bulbocapnine. 
10:10 Meows frequently. Looks about somewhat furtively and apprehen- 
sively. Seems to be in some distress. 
10:30 No spontaneous movements except wagging of tail. Resists any move- 


ment imposed and can be pushed along like inert mass. Always pro- 
tects self against falling and when dropped always lands on feet. 
Maintains given awkward postures. 

9:00 P. M. Has had no food all day. Will not eat spontaneously. Swallows food 
and licks lips when fed with spoon. Continues to be apprehensive. 
Prefers dark room or to hide face in the corner. 


9:30 Spoon fed. 
May 3: 
12:30 P. M. Injected 100 mgm. commercial bulbocapnine. 
9:00 Will not eat spontaneously. Not tempted by meat. 
9:30 Stimulated to approximately normal behavior. A few minutes after 


being returned to cage was observed licking and cleaning hind leg. 
Spontaneous movements gradually ceased and cat remained with hind 
leg poised in the air, back arched and head bent forward as though 
about to continue the cleaning process. This awkward position was 
maintained for 15 minutes and was succeeded by another equally awk- 
ward position. 


The period of intoxication varies from one-half to several hours 
according to the amount of bulbocapnine injected. Larger amounts 
are tolerated when the drug is given in divided doses and the cata- 
tonie state is thus maintained for a longer period than when the 
same amount is given in a single dose. As long as the moderate 
doses are not exceeded, the immobilization tends to be more stable 
as the size of the dose is impressed. 

Although it had been suggested that similar reactions might be 
obtained from the administration of sedative drugs the responses 
were in no way comparable to those of bulbocapnine. A few of 
these experiments are reported in order to indicate the contrast.’ 


9. See also Henry, G. W., and de Jong, H.: A Comparative Study of the Action of 
Bulbocapnine and Some Other Drugs in Producing Catatonic States. Acta Psy- 
chiatrica et Neurologica, Vol. 5, p. 463. 
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LUMINAL EXPERIMENTS 


Duck No. 1. Weight 1,300 gm. Experiment No. 1 


2:30 P. M. Given 20 mgm. luminal by mouth. 


2:40 Drinking considerable water—wings twitching. 

2:50 Same. 

3:00 About same. Remains in same position. Slightly drowsy. 
3:25 No special change. Moves away when approached. 

3:50 Same. 


Experiment No. 2 
2:30 P. M. Given 50 mgm. luminal by mouth. 


2:45 Twitching of wings. 

3:00 No change. 

3:30 Eating and drinking normally. 

4:00 Twitching of wings continues. Ate voraciously. 


SULPHONAL EXPERIMENTS 


Duck No. 1. Experiment No. 3 


11:28 A. M. Given 200 mgm. sulphonal by mouth. 

1:00 P. M. Possibly a little drowsy but easily aroused. 

1:50 Same. 

3:00 Same. 

Cat No. 4. Rather mactwe. Weight 2,500 gm. Experiment No. 7 

12:00 M. Given 200 mgm, sulphonal by mouth. 

12:10 P. M. Very slow in movements—unsteady—drinks a little milk. 

12:20 Jumps down from 2-foot ledge—almost falls over landing. 

12:30 Definitely ataxic. Frequently shakes feet as though wet. Walking about 
spontaneously. 

12:40 Fell over backwards while shaking self. Has eaten and drank a con- 
siderable amount. 

12:55 Sitting dozing. Will not maintain fixed postures. 

1:00 Lies on side fully extended near wall. 

1:50 Lying fully extended. Apparently asleep, easily aroused, not quite so 
ataxic—tries to escape when door opened. 

2:00 Hisses and sc: ches at another cat or a dog but only when annoyed. 

2:20 Walked short u..-iance, looked at another cat eating but made no effort 
to eat. Still ataxic in gait. 

3:00 Still definitely unsteady in gait. Drank some milk. 


Dog No. 1. Female, Weight 3,800 gm. Had had no food. Experiment No. 8 
11:45 A. M. Given 200 mgm sulphonal by mouth in capsule. No effect observed. 
12:00 M. Given another 200 mgm. 

12:30 P. M. Given milk and meat—eats and drinks leisurely. 


1:00 No special change. 

1:50 Possibly a little less active. 

2:30 Eating spontaneously. A little ataxic in gait. 

3:00 Playing normally with other dog. Still less active than usual and some- 


what unsteady in gait. 
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SOMNIFEN EXPERIMENTS 
Hen No. 1. Weight 1,500 gm. Experiment No. 4 


11:45 A. M. Given 30 drops somnifen by mouth. 


12:00 M. Walking about, eating. 

2:25 P. M. Given 30 additional drops by mouth. 

1:45 Unable to stand or walk. 

2:50 In deep sleep. Several days later—fully recovered. 


Duck No. 1. Weight 1,300 gm. Experiment No. 6 


11:45 A. M. Given 35 drops somnifen by mouth. 


2:00 M. Drowsy but easily aroused. 

2:05 P. M. Searcely able to walk. Falls over on side. 

12:15 Turned on back. Unable to right itself. 

12:30 Hyperextension and peculiar rotary movements of head. 
2:45 Generalized tremor of body. 

1:00 Convulsive flapping of wings and movements of head. 

1:45 In state of hyperextension. Tonic spasms and convulsions. 
2:15 Convulsive movements weaker. Died. 


Mouse No. 7. Weight 19 gm. Experiment No. 9 


12:04 P. M. Injected 1-100 ¢.c. somnifen. 


12:05 More active—running about—jumped out of jar. 

2:06 Washing face rapidly. 

12:07 Unstead y—ataxic—falls over. 

2:10 Very ataxic. 

2:12 Falls on side—gets up again. 

12:15 Breathing rapidly—hypertonic—rolls over on back—scearcely able to walk. 
12:20 Very ataxic—hyperactive. 

12:30 Convulsive seizures alternate with attempts to walk—so ataxic that it 


falls on side. 


12:50 Lying on side--breathing rapidly—occasional spasm of extremities. 
1:00 Hyperactive—very ataxic—walking about-—falls off table repeatedly. 
1:45 In jar—remains quiet but when stimulated walks with marked ataxia. 
2:15 Same—walks better. 

2:45 Walks actively when stimulated—-slightly ataxie. 

3:00 Possibly slightly hyperactive. Gnawing at bread. 

3:30 Still slightly hyperactive. 

3:45 Drinking milk. 

4:00 Busily engaged washing itself. No ataxia. Runs about rapidly when 


removed from jar. 
4.15 Apparently normal. 

These experiments show that sedative drugs in small doses pro 
duce drowsiness and sleep and in large doses they cause disturb- 
ances of equilibrium and ataxia and hyperexcitability, hypertonic- 
ity, Spasms, tremors, convulsions or the hyperkinetic phenomena 
characteristic of large doses of motor excitants. 
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HARMIN EXPERIMENTS* 
Mouse No. 4. Weight 25 gm. Experiment No. 4 
10:45 A. M. Injected 0.3 mgm. harmin. 


10:55 General tremor, like shivering—spontaneous activity diminished. 

11:00 When taken out of jar walks slowly—no tremor. 

11:10 Same. 

11:20 Out of jar—walks and runs normally. Observed at frequent intervals 


throughout the day and behavior continued to be normal. 


Mouse No. 6. Weight 21 gm. Experiment No. 6 
11:30 A. M. Injected 1.3 mgm. harmin. 


11:31 Marked general tremor. 

11:33 Marked tremor—unable to walk—hypertonic. 

11:35 Attempts to move result in ineffective starts. Spasmodic contraction of 
legs without movement. 

11:40 Spasmodic contractions extremities. Lying on back—difficulty in righting 
itself. 

11:43 Tonic-clonic convulsive contractions extremities and jaw. Lying on side 
—unable to stand or remain in normal position. 

11:50 Convulsions continue. Tendency to flexion. 

11:55 Same—lying on side. 

12:50 P. M. Convulsive seizures less frequent—breathing rapidly. 

1:00 Same. 

1:45 Still lying on side. Occasional spasmodic movement of extremities on 


being stimulated. 


2:30 Can maintain normal posture—spastie movements on being stimulated— 
walks about slowly when taken out of jar. 

3:00 Walks slowly when stimulated—better control over front legs. Licking 
front feet. 

3:30 Walks about spontaneously, somewhat slowly. 

4:00 Remains quiet in jar. When removed, runs about slowly—no other 


apparent disturbance of motility. 


Cat No. 8. Weight 1,750 gm. Moderately Actiwe. Experiment No. 3 
10:40 A. M. Injected 1 mgm. harmin. 


10:50 Prefers to hide in dark corner. 

11:00 Same. Spontaneous activity reduced. 

11:10 Perhaps a little drowsy—when hears mice, jumps off table and runs 
toward them. 

11:20 Same. Pupils moderately dilated. 

11:35 Again trying to get at mice. 

12:00 M. Same. Very alert and trying to get at mice, otherwise lies in corner. 

12:30 P. M. Walking about—trying to get at mice. 

1:00 Same—normal. 


* Harmin is an alkaloid from a plant called peganum harmala. It seems to be identical with 
another alkaloid called banisterine, according to Wolfers and Rumpf. Experiments on man have 
been made by K. Beringer (Der Nervenarzt, 1929, p. 265 and others who found that it diminishes 
the hypertonus of paralysis agitans. See for action on animals: K. Beringer and K. Wilmanns: 
Deutsche. Med. Wochenschr, 1929, No. 50. 
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Cat No. 9. Weight 3,550 gm. Moderately Actiwe. Experiment No. 6 
:00 P. M. Injected 5 mgm. harmin. Begins immediately to meow. 


.) 


bo t 


:05 Continues to meow—remains in darkened corner. When pushed, walks 
and runs normally. 
2:20 Same. 
2:30 Same. No disorder of motility. Apparently apprehensive—prefers dark 
corner—continues to meow. 
3:20 Meows less. 
:00 Meows only when approached—otherwise lies quietly, preferring dark 


corner. No disturbance of motility. 


Cat. No. 10. Weight 2,000 gm. Active. Experiment No. 12 
12:15 P. M. Injected 10 mgm. harmin. 


12:20 Less active—somewhat apprehensive—slight general tremor resembling 
shivering. Licking lips. 
12:25 Licking paws—hyperactive—generalized tremor—gait somewhat spastic. 
12:30 Hissing and snarling at another cat. Muscles of extremities spastic to 
passive movements. 
12:40 Licking lips. Coarse tremor of extremities in walking. Most of time 
sits in crouched position. 
12:50 Same. Purrs when stroked gently—spontaneous activity reduced. 
:00 Licking lips, hisses in presence of another cat—walking more naturally 
brushing against trousers of observer. Occasional general tremor. 
1:45 Hisses at other cats—friendly towards observer—no disturbance of 
motility—not quite as active spontaneously as before injection. 
2:15 Apparently normal—walking about spontaneously. 
3:15 Same. 


Krom these experiments it appears that harmin hydrochloricum 
injected subcutaneously in small doses causes drowsiness and les- 
sens the general activity. Larger doses produce generalized tre- 
mors, cause hyper-excitability, hypertonicity and spasms of the 
muscles and finally tonic-clonic convulsions. 


CANNABIS INDICA EXPERIMENTS* 


Hen No. 1. Weight 1,500 gm. Experiment No. 3 


2:10 P. M. Given 2 e.c. (10 mgm.) cannabis indica by mouth. 


2:30 Caw-cawing continually. Giving an addition 2 ¢.c. (10 mgm.) by mouth. 
2:35 Picking continually all over body and not in any definite location. 
2:45 Sitting down, but easily aroused. 
12:50 Picking at self. 
2:58 Sits down again, but gets up immediately on being approached. 
12:60 Avoids being touched by stick. 
1:50 Apparently normal except that it is caw-cawing a great deal. 
* Cannabis indica was administered in solution, in capsules and in the form of pills. The action 
of cannabis indica or haschisch on man is very well known For the effects on animals see: 


Frankel, S.: Smiedberg’s Arch. 49, 1903 and Joel-Frinkel: Klin. Wochenschrift, No. 37, 1926, and 
Pfligers Arch. Bd. 209, Heft 4. 
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2:15 Eats, drinks and scratches in normal manner. 

3:15 Peculiar movements suggestive of yawning or possibly vomiting—mouth 
being opened very widely momentarily. Sitting down most of time 
but easily aroused. 

4.00 Still caw-cawing a great deal but otherwise the same. 


Cat No. 3. Weight 2,500 gm. Rather sluggish and quite emaciated. Expervment No. 8 
10:55 A. M. Given 40 mgm. cannabis indica by mouth in capsule. 


11:15 Given another 40 mgm. cannabis indica by mouth in capsule. 

12:00 M. Possibly not quite as active. 

1:00 P. M. Slow and unsteady in movements. Slight swaying when standing or 
walking. 

2:00 Muscles of legs rather rigid. Slight tendency to maintain unusual posi- 
tions. 

2:30 Drinks milk and eats a little meat. 

3:00 Inclined to remain in one position even though awkward. Seems to start 


occasionally as though aroused from a dream. All spontaneous activity 
practically ceased. Moves slowly and mechanically after being stimu- 
lated. Somewhat drowsy. Apparently not disturbed by loud barking 
of dog nearby. 


3:20 Remains in half-sitting position. Gives start occasionally. 
3:30 Prefers to keep near wall. (Sits on a ledge.) 
4:00 Still maintains unusual positions. For a short time stood with front 


paw resting on hind paw. Apparently quite unsteady—starts as 
though to prevent falling. Makes attempt to drink milk and to eat 
some meat without succeeding. Responds to caressing by raising 
back like normal cat. Does not purr. Remains for short time with 
hind legs elevated on box 6 inches high. More likely to maintain 
unusual positions when stimulus is minimal. Sits with paw resting 
on back of another cat. 

4:15 Sits dozing, occasionally giving a start and rousing. 

5:00 Same except a little more inclined to assume normal positions. 


Cat No. 9. Weight 2,000 gm. Moderately Active. Experiment No. 10 


11:00 A. M. Given 130 mgm. cannabis indica by mouth in capsule 

12:00 No spontaneous activity but reacts to dog—hair and tail erected 
hissing. Will not maintain given awkward positions. Pupils moder- 
ately dilated. 

12:30 P. M. Very drowsy—sits with nose almost touching floor. 


12:45 Sneezing. Walks short distances and sits down again. 
1:30 Same. 


Dog No. 1. Very lively and playful. Female. Weight 3,800 gm. Experiment No. 12 

11:35 A. M. Given 120 mgm. cannabis indica by mouth in capsule. 

1:00 P. M. Less active. Sits in corner. 

3:30 Quite drowsy, lethargic, slow in movements, will maintain awkward posi- 
tions for short time but apparently because lacking in energy to 
move. Seems to prefer corner of room. Action tremor of extremities. 
When lies down eyes close wearily. Occasionally rouses with a start. 
Uncertain and unsteady in movements. 
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It appears then that certain doses of cannabis indica cause the 
animal to become drowsy, less active, rather indifferent to natural 
enemies, and to lose desire for food and drink. A sluggish, under- 
nourished cat maintained awkward postures for a short time and 
another cat while profoundly intoxicated manifested drooling. 
When sleep occurred it was fitful and the animal tended to waken 
with a start. The more profoundly intoxicated cats and one dog 
showed disturbances of equilibrium, swaying movements on stand- 
ing or walking, ataxia and action tremors of the extremities. 

When the reactions to cannabis indica are compared with the 
loss of motor initiative, drooling and catalepsy induced by injec- 
tions of bulbocapnine it is evident that catatonic like reactions are 
only occasionally and imperfectly obtained with cannabis indica. 
Negativism and the striking hyperkinetic phenomena of bulbocap- 
nine intoxication were not elicited by cannabis indica. In addition 
the responses to a given dose of bulbocapnine per unit weight of 
animal are almost constant. 


MESCALINE EXPERIMENTS* 

This communication would be obviously incomplete unless some 
reference was made to the recent experiments of de Jong with mes- 
ealine, adrenalin and cholin. The action of meskaline on human 
beings has been rather thoroughly studied by a number of investi- 
gators and an interesting summary of our knowledge of this form 
of intoxication has been presented by Buchanan.” 

In many respects the intoxication by mesealine gives rise to 
peculiar dreamlike states like those induced by cannabis indica. 
It is well known that a person intoxicated with cannabis indica 
may suddenly feel that he has stepped out of his body and that he 
is floating through space. He becomes two personalities, the one 
sitting coldly and objectively observing the other through a haze 
of unreality. Time becomes infinite and the sense of the relative 
distanee of objects is greatly distorted. Mescaline induces a pecul- 
iar state of passivity, a condition of ideal contentment with an 
actual decrease in motor activity and an increase in the intensity 
of sensations. The sensory disturbances are usually in the form 
10. Buchanan, D. N.: Meskalinrausch, Brit. J. Med. Psychol., 9:67. 


Mescaline is an alkaloid obtained from anhalonium lewinii, a small cactus plant used for cen 
turies by Mexican Indians for medical and religious purposes 
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of mobile, highly colored and multiple visual illusions and halluei- 
nations. Familiar objects appear lilliputian in size and there is 
an accompanying feeling of curiosity and amusement. 

Buchanan reports that an injection of 5-10 minims of a one per 
cent solution into small vertebrate animals is followed by hyper- 
excitability, paralysis and toxie rigidity. The cat reacts with pho- 
tophobia, increased salivation, stupor and an ataxic gait. It 
remains in any given position and reacts to certain stimuli by a 
momentary explosion of generalized incoordinated movements. 

De Jong has experimented with certain mammals, frogs and 
fishes and has obtained results" similar to those of bulbocapnine 
intoxication. After the injection of from three to six mgm. of 
mescalinum sulfuricum into mice he observed gradual reduction of 
motor activity without paralysis, a posture of generalized flexion, 
passive and active negativism and a somewhat less active catalepsy 
than that of bulbocapnine intoxication. With still larger doses 
hyperkinetic phenomena begin to appear. The mice begin to run 
and jump on being touched. They finally fall down and continue 
to make running movements with their legs. Maximum doses pro- 
duce convulsions, biting of the tongue and incontinence. Similar 
phenomena were observed in cats when the dose was increased to 
about 75 mgm. but in addition they were inclined to hide in corners 
or under the table, they maintained a distant, fixed gaze, they 
appeared anxious and they struck at apparently hallucinated 
objects. It was necessary to give 270 mgm. of mescaline to a 
monkey weighing 214 kgm. before similar but more fully developed 
manifestations of catatonia appeared. After the injection of 
equivalent doses of meskalin, pigeons reacted with vomiting and 
negativism but frogs merely became less active, had convulsions 
and died. 

It is improbable that catatonic phenomena could be induced with 
safety in humans by means of mesealin since Forster’ has found 
that a dose as large as 800 mgm. appears to be dangerous to life. 
Such a dose is only a fraction of what would probably be necessary 
to induce experimental catatonia. 

11. De Jong, H.: Ueber Meskalin—Katatonie und die experimentelle Erzeugung von 
Dementia precox Erscheinungen, Koninklijke Akademie van Wetenschappen te 


Amsterdam, Proceedings, Vol. 33, No. 9, 1930. 
12. Ztschr. f. d. ges. Neur. u. Psychiatr., 1930, Bd. 127. 8. I. 
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ADRENALIN EXPERIMENTS 


The experiments with mescalin are of special interest because 
this drug is related chemically to adrenalin. De Jong experi- 
mented first with two intermediate substances, hordenin and tyra- 
min, but was unable to induce catatonic phenomena. The reactions 
to certain doses of adrenalin, however, place it among the growing 
list of toxic substances whose properties are contributing to our 
knowledge of human catatonia. 

Catatonic phenomena were observed following the injection of 
1-10 ecem. of 1-1000 adrenalin solution into a mouse weighing 10 
gm. and also after the injection of 2 cem. of 1-100 adrenalin solu- 
tion into a cat weighing 314 kgm. The reactions were similar to 
those obtained with bulbocapnine injections but not quite as com- 
plete. Two injections of 5 mgm. of adrenalin, with an interval of 
one-half hour between the injections, induced in a monkey weigh- 
ing 2.6 kgm. a succession of sleep, universal flexion posture, ‘‘ecru- 
cifixion posture,’’ and a state of immobility in which an interrupted 
climbing movement was maintained. The duration of these cata- 
tonic phenomena was similar to that obtained with bulbocapnine 
injections. 


CHOLIN EXPERIMENTS 


Similar experiments with thyroxin, pituitrin, a gonadal hormon 
and insulin failed to elicit catatonic phenomena but in his search 
for other substances involved in human metabolism de Jong dis- 
covered that a derivative of the intestinal hormon, cholin, also had 
the property of inducing catatonic phenomena. By injecting 4 
mgm. of acetylcholinchlorid into a mouse weighing 14 gm. he 
obtained reduction in motor activity, catalepsy and negativism. A 
similar response with the addition of lachrymation and salivation 
was obtained when 5 mgm. of acetylcholinchlorid was injected into 
a cat weighing 214 kgm. While each was in a catatonic state thus 
induced a cat and a mouse were brought together until their heads 
touched. At first the cat withdrew its head and after each animal 
had remained motionless for 20 minutes the cat suddenly seized 
the mouse and then held it for five minutes apparently unable to 
continue with the act of devouring it, 
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Finally, a note has been made of the discovery by one of de 
Jong’s associates, J. Freud, that catatonic phenomena may be 
induced in certain mammals by means of a phenol extract of the 
urine from normal man. This kind of research is still in its 
infaney and undoubtedly many other substances will be found 
which have the property of inducing catatonic phenomena. 


Discussion 
With the discovery that catatonia phenomena may be elicited 
experimentally when any of a number of toxie substances are intro- 
duced into the bodies of the more highly developed animals it is 
desirable to inquire a little further regarding the nature of cata- 
tonia. When so many different factors are involved in its genesis 
it is improbable that a complete understanding will be obtained 
unless all aspects of this problem are considered. 
Some clue as to the neuro-physiologiec component of the cata- 
tonic syndrome may be obtained from the numerous studies of 
neuro-pathological conditions, especially those involving the extra- 
pyramidal system, in which catatonic phenomena are observed. 
The great variety of conditions under which these manifestations 
have been observed tends to minimize the importance of psycho- 
genic factors in the particular cases studied. 
For many years Kleist and his pupils, following the lead of Wer- 
nicke, have been calling attention to the psychomotor disturbances 
associated with lesions of the basal ganglia.'* The whole subject 
of the relationship of schizophrenia to epidemic encephalitis has 
been thoroughly reviewed by Jelliffe’ and although different inter- 
pretations may be placed upon the material which he presents it 
is unnecessary to do more than refer to it here. Whenever a com- 
parison is made with schizophrenia there seems to be a tendency 
to ascribe the similar manifestations of epidemic encephalitis to 
lesions in the basal ganglia.’® Lesions in the same region have 
13. Kleist, K.: Die psychomotorischen Stérungen und ihr Verhialtnis zu den Motilitiits- 
storungen bei Erkrankungen der Stammganglien, Monatschr. Psychiatr. u. 
Neur., 1922, 52, 8. 253. 

14. Jelliffe, 8S. E.: The Mental Pictures in Schizophrenia and in Epidemic Encepha- 
litis, Assoc. Research. Nery. and Ment. Dis., Vol. 5, p. 204 

15. Farren, Ridge C.: Some Symptoms Referable to the Basal Ganglia Occurring in 


Dementia Precox and Epidemic Encephalitis, J. Ment. Sci., 72:513. 


~ 77 
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also been held responsible for the Parkinsonian syndrome some- 
times associated with cerebral arteriosclerosis."° The catatonic 
motor syndrome which sometimes follows carbon monoxide poi- 
soning has been ascribed to lesions of the corpus striatum” but 
thorough studies of the functions of this region’* do not justify 
such precise localization of lesions giving rise to the catatonic 
syndrome. 

In view of the complexity of human catatonia it seems unlikely 
that a full comprehension of this illness could be obtained merely 
from the eorrelation of clinical manifestations with lesions found 
in the brain. However, when lesions are correlated with the fune- 
tions of systems according to their phylogenetic age such studies 
are more in harmony with modern psychiatric conceptions of cata- 
tonia. It may be that the conception of disorder of certain levels 
of cerebral function as suggested by Orton” is more directly related 
to the understanding of catatonia than is generally accepted. In 
these experiments there was much evidence of the stratification 
suggested by him as there was a progressive loss of function begin- 
ning with that which is phylogenetically more recently acquired. 
As the intoxication became more profound the inhibitory function 
of the cortex was in large part lost and motor control was rele- 
gated to the more primitive extrapyramidal system and more par- 
ticularly to the basal ganglia. 

Some of the earliest manifestations of bulbocapnine intoxication 
are reduction of motor activity, drowsiness, and a kind of sleep. 
As the intoxication becomes more profound these changes are fol- 
lowed by the more obvious catatonic manifestations. These obser- 
vations are especially interesting when considered in relation to a 
ease of nareolepsy with catatonic stuporous phases presented by 
Miller” who feels that there is a neuro-physiological relationship 


16. Critchley, M.: Arteriosclerotic Parkinsonism, Brain. 52:23. 

17. Kant, F.: Katatonie Motilitaétspsychose nach CO-Vergiftung, Arch. f. Psychiatr., 
1926, 78 :365. 

18. Hunt, R.: Progressive Atrophy of the Globus Pallidus, Brain 40:58. 

Wilson, 8. A. K.: Disorders of Motility and Muscle Tone. Lancet, 1925. Vol. 2, 

pp. 1, 53, 169, 215, 268. 

19. Orton, 8. T.: Some Neurological Concepts Applied to Catatonia, Arch. Neur. and 
Psychiat., 23:114. 

20. Miller, E.: Mental Disociation: Its Relation to Catatonia and the Mechanism of 
Narcolepsy. Brain, 50:624. 
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between sleep, hypnosis, narcolepsy and catatonia. In modern psy- 
chological language these states represent different degrees of 
regression. 

Somewhat closely associated with this concept of catatonia as 
a regression is the suggestion by Kempf*' that the catatonic state 
is a ‘‘vicious circle of affective adaptation, followed by and retro- 
active with metabolic change.’’ He calls attention to the fact that 
the catatonic form of respiration is usually characterized by shal- 
low, abdominal breathing similar to that observed in hibernating 
animals and also in the autohypnotie adaptation of primitive peo- 
ple when confronted with starvation. It is at least plausible that 
when a human being can no longer make adequate adjustment to 
his environment through the use of that part of his nervous system 
phylogenetically most recently acquired he resorts to a mode of 
adaptation in which the hibernating capacities of the ‘‘ respiratory 
circulatory segments’’ provide an escape from the distressing and 
dominating realities of life. Under such circumstances we may 
expect to find the metabolic changes which accompany the state of 
hibernation and the presence of substances in the body fluids 
which interfere with the function of the cerebral cortex. 

Additional clues to the understanding of catatonia are found in 
therapeutic experiments. In 1921 Berger” reported that he had 
interrupted temporarily the catatonic stupor of eight pateints by 
means of cocain in doses varying from 25 to 50 mgm. Three 
patients whom he was unable to influence in this way had been ill 
respectively for 8, 11 and 24 years. 

Waltz® reports a similar reaction elicited by means of intra- 
muscular injections of 14-1 mgm. of scopolamine hydrobromide. 
A catatonic patient who would not eat or void and who was gen- 
erally very difficult to manage repeatedly became communicative 
and ate and voided spontaneously. This favorable response ap- 
peared about one-half hour after the injection and then after a 
21. Kempf, E. J.: Affective Respiratory Factors in Catatonia, Med. Jour. and Record, 

131:181. ' 
22. Berger, H.: Zur Pathogenese des Katatonischen Stupors, Miinch. med. Wochen- 
schr., 1921, 9. 448. 


23. Waltz, W.: Ueber Hyoscin als Symptomisches Heilmittel beim Katatonen Stupor, 
Klin. Wochenschr. 1924, 31, 8. 558. 
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deep sleep lasting two hours there was an interval of about an hour 
during which the patient answered questions, talked spontaneously 
and responded to requests. 

Surprisingly different reactions to somnifen are reported by 
Claude and Baruk.* Following the intravenous injection of 7 to 
10 c.c. of this drug catatonic patients responded with manifesta- 
tions of decerebrate rigidity. The same experiment was per- 
formed with other psychotic patients including two with a post- 
encephalitic Parkinsonian syndrome. Except with the catatonic 
patients the usual narcotic effect of this drug was observed. No 
suggestions were given as to the cause of this different reaction 
on the part of catatonic patients. 

The recent experiments with sodium cyanide, sodium amytal and 
with carbon dioxide” inhalations are especially interesting not 
only because of the suggestion of therapeutic possibilities but also 
because of the additional information obtained regarding biochem- 
ical changes in eatatonic states. It has been observed that when 
relatively small percentages of carbon dioxide are breathed there 
is a marked dilation of cerebral vessels. It may be assumed there- 
fore that this vascular response to a temporary state of acidosis 
is related to the observed increased mental activities of catatonic 
patients in whom a state of acidosis has been induced. 

While it is probable that slight changes in the acid base equili- 
brium accompany psychotic reactions, and especially the acute 
catatonic, such changes are undoubtedly merely a part of a much 
greater complexity. Nevertheless it has been observed that a high 
percentage of schizophrenic, and melancholic patients when tested 
with two per cent carbon dioxide inhalations show a diminished 
excitability of the respiratory center® and such a response to dis- 
turbance in the acid-base equilibrium must be considered in a study 
of personality changes at the physiological level of integration. 
26. Golla, F. L.: Some Recent Work on the Pathology of Schizophrenia, J. Ment. Sci. 

75:661. 
24. Claude, H., et Baruk, H.: L’épreuve du somniféne dans la catatonie, L’Enceph- 
ale, 1928. 
25. Lorenz, W. E.: Some Observations on Catatonia, PSYCHIATRIC QUARTERLY, 4:95. 
Solomon, H. C., et al: Some Effects of the Inhalation of Carbon Dioxide and 
Oxygen, and of Intravenous Sodium Amytal on Certain Neuropsychiatric Con- 
ditions, Amer. Jour. Psychiatr. 10:761. 
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At this level of integration there appear to be regressive changes 
just as at the psychological and moreover the physiological and 
psychological regressions are probably concomitant. In this com- 
munication experimental evidence has been presented indicating 
that the action of certain known toxic substances upon the higher 
animals causes a physiological regression in which there is a 
gradual loss of function of the more recent phylogenetic acquisi- 
tions of the nervous system. The fact that inhalations of carbon 
dioxide interrupt bulbocapnine catatonia as well as the human 
catatonia seems to permit greater emphasis being placed upon the 
toxic factors in catatonia. The more favorable response obtained 
from acute catatonic patients to injections of cocain and sodium 
amytal as well as to carbon dioxide inhalations suggests that per- 
manent changes in the function of parts of the nervous system 
ensue when the toxic factors in catatonia are active over a long 
period of time. 

I have learned from experiences in trying to report experiments 
of this kind that there are some whose interests lie in other chan- 
nels who remain skeptical regarding the reproduction of the cata- 
tonic motor syndrome experimentally by means of relatively sim- 
ple toxic substances. There are always some suggestions that the 
reactions were in part at least hypnotic. A comparison of the in- 
teresting experiments performed by Coriat*’ with those reported 
in this communication shows clearly that hypnosis played no role 
in my experiments. Coriat experimented with crayfish, frogs and 
guinea pigs. By abruptly throwing the animal on its back and 
sometimes holding its legs firmly in unnatural positions he was able 
to produce a state of catalepsy in which the animal remained 
motionless and rigid. This so-called cataleptic state persisted for 
a few minutes at the most and only in the presence of the experi- 
menter. The phenomena appeared and disappeared abruptly and 
were most readily elicited in the crayfish. In other words the 
lower the animal is in the seale of evolution the more easily can 
the motionless state be evoked. The reaction was obviously due 
to fear and was a form of death feint to which so many animals 
owe their survival. 


27. Coriat, I. H.: The Nature of Sleep (Experiments on Animals), Jour. Abn. Psy- 
chol., 6:339, 
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In my experiments nothing was done to the animals except to 
administer the toxic substance and then observe the various reac- 
tions. There was no immediate effect, the phenomena appeared 
gradually, reached an acme and then gradually disappeared. This 
happened regularly without any relationship to the presence of 
the experimenter or other possible hostile being. Moreover, the 
catatonic reactions were most fully developed in mammals and 
were not obtained in animals devoid of a neo-cortex. 

It is not my intention to minimize in any way the importance of 
psychogenic factors in human catatonia but rather to present evi- 
dence of toxic factors in acute catatonia. Complete clinical his- 
tories show that practically all schizophrenic patients at some 
time during the illness present catatonic manifestations and there- 
fore to the extent that toxic factors are involved a large propor- 
tion of the mentally ill are affected. Until we learn how to deal 
with the physiological component of this illness the patient will 
continue to be almost inaccessible through psycho-therapeutic 
channels. We are now able to interrupt a catatonic stupor long 
enough to learn the trend of thought and feeling and to learn that 
the patient feels relieved when he can again make contact with 
reality. 

There is no longer any occasion to discuss whether or not this 
illness is organic or functional. It is impossible to escape the evi- 
dence of both psychological and metabolic changes to a pathologi- 
‘al degree and there are suggestions that morbid physiological 
changes in the more recently acquired parts of the nervous system 
tend to become permanent. Progress has already been made in the 
direction of dealing effectively with this illness in its acute phase 
but the problems involved extend far beyond the limits of psychia- 
try and the cooperation of experts in many other scientifie fields is 
necessary before a solution may be obtained. 


CONCLUSIONS 
Catatoniec motor phenomena may be elicited experimentally in 
the higher animals solely through the administration of any of 
several different toxie substances of which bulbocapnine seems to 
be the most effective. Some of these substances are products of 
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human metabolism. As the state of intoxication thus induced in- 
creases there seems to be loss of function of the most recent phy- 
logenetic acquisitions of the nervous system. In other words there 
is an interference with the function of the cerebral cortex and 
dominant action of the extrapyramidal system, particularly of the 
basal ganglia. There is therefore a regression at the physiologi- 
eal level of integration and it is probable that in man this regres- 
sion is concomitant with the regression at the psychological level. 








COMMUNITY WORK SERVICE IN THE STATE HOSPITALS* 
BY SANGER BROWN, II, M. D., 
AND 
CLARENCE 0. CHENEY, M. D. 

At the December, 1930, Quarterly Conference the Committee on 
Preventive Work made the recommendation that a new service be 
developed in the State hospitals for clinies, after-care and commun- 
ity work. As this service if started will be a departure from pres- 
ent procedure, some explanations and discussion are desirable. 

The committee has given considerable thought and study to the 
problem of a State program for preventive work. Many questions 
that could not be decided at once presented themselves and it 
seemed best to take sufficient time to study the entire problem thor- 
oughly so that any plan adopted might be of lasting and permanent 
value rather than consist of premature recommendations which 
would require modification later. 

In the course of the deliberations of the committee the 
following questions arose: Could this work be done through the 
State hospitals or should a separate organization directed by the 
Department be established to carry it on? Should child guidance 
work be done by the State institutions to any extent, or should 
children attend separate clinics and be examined apart from other 
cases? Could a mental hygiene clinic which treats both parole and 
community cases at the same clinic, be successfully conducted? 
Where was the personnel to carry on this work to come from? 

After considering these questions the following conclusions 
seemed warranted: 

While community work places an additional duty upon the 
institution and the superintendents, the institution should 
logically be the center for mental hygiene activities in the district 
which it serves and have a certain responsibility for them. Other- 
wise the hospital tends to become isolated and fails to give the pub- 
lic that service which with its experience and trained staff it is 
qualified to give. 

Parole cases and community cases may be seen at the same clinic 


* Presented at Quarterly Conference at Buffalo State Hospital, June 1, 1931. 
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quite satisfactorily if their numbers are not too great. Special pro- 
visions are necessary for large groups of parole cases. 

The special division now handling child guidance clinics directly 
under the Department is fairly well staffed to meet these needs 
now, although modifications may be necessary in the future. How- 
ever, with certain modifications, there is no reason why the mental 
hygiene clinics conducted by the State hospitals should not man- 
age children’s problems as well. Many mental hygiene clinics 
treat both children and adults successfully, but it appears that it 
is best not to attempt to have children attend the same clinic ses- 
sions where a large number of parole patients are in attendance. 
Special quarters are desirable for the children. A psychometric 
examiner is necessary. Most important of all, the staff should be 
fully qualified to deal with children’s problems. The point we wish 
to emphasize is that child guidance may be carried out in a prop- 
erly conducted mental hygiene clinic. 

In some ways the question of personnel to do this work is the 
most important of all. It became evident that community work 
could not be done by the present quota of personnel in the institu- 
tions. For the clinical director or the head of a ward service or 
other assistants to attempt to conduct clinics with any plan of 
building up the clinics and expanding the work into successful men- 
tal hygiene community work is too much to expect. When it is 
attempted, the physician either neglects the institution or the com- 
munity or both and is obliged to work overtime as well. It was 
found that some of the physicians were using their legitimate 
vacation period to carry on this work. In occasional instances ex- 
cellent community services may be developed in this way as was 
demonstrated at some of the institutions, but this is largely an 
individual affair and the work is apt to stop when the physician 
is promoted or leaves the service. These observations have there- 
fore led to the recommendations above mentioned, namely, a new 
service for community work. 

The development of a new service to carry on a new type of 
activity is not without precedent in the New York State hospitals. 
An admission service with a physician and assistants in charge was 
developed in the institutions to meet a definite need. A clinical 
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director service was begun about 25 years ago. A social service 
was begun in the institutions about 1912. All of these services 
have proved of great value and it would be difficult now to properly 
administer the institutions without them. A new service, therefore, 
for community work is not a great departure from previous pro- 
cedures. 

The personnel of this service would vary to some extent in the 
various institutions, but in the main the personnel would be as 
follows: We believe that because of the importance of the field of 
work, the creation, in some at least of the hospitals, of a new desig- 
nation of ‘‘first assistant physician for community work”’ is justi- 
fied. The field of activity would seem as important as that of the 
clinical director or administrative first assistant. In general, the 
physician in charge of the community service would be responsible 
for parole work and supervision of parole cases and records per- 
taining thereto. He would conduct clinics for parole patients and 
child guidance. He would be in touch with community work in the 
district, start new clinics where necessary, and be in touch with 
local physicians, judges, welfare workers and others. 

Naturally, every institution physician is not qualified for this 
work. As a preliminary he needs institution experience sufficient 
to qualify him to work independently. In addition he needs special 
experience and training to fit him for the duties above outlined. 
He should be able to train younger men, as experience in this serv- 
ice should be a regular part of the training of younger physicians 
of the staff. In order to procure qualified physicians it might be 
desirable to open this examination to physicians outside of the 
service who have had training and experience in community and 
clinie work ineluding child guidance. 

The social service staff should be under the direction of this phy- 
sician and the present number of social workers should be in- 
creased, as at present there are barely enough workers to carry on 
the parole work. In some institutions the number is not adequate 
to meet all parole needs. The duties of the social worker in the 
community are comparable to those outlined for the physician and 
are carried on under his direction. Qualifications for social work- 
ers should be considered and proper standards of education, expe- 
rience and training required. 
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For this service certain essentials such as stenographic service, 
quarters and transportation are necessary. In many institutions 
at present transportation is not sufficient to permit of any expan- 
sion. The question of automobile transportation for social work- 
ers should be considered. 

Needless to say, this new service cannot be established without 
provisions in the budget of each institution. If the policy is 
adopted and has the approval of the Commissioner and the Depart- 
ment, each superintendent should study his needs and make re- 
quests in accordance with local conditions. 

The activities of such a service have already been outlined, i. e., 
the management of parole problems, the establishment of mental 
hygiene clinics in the district, contact with schools, children’s 
courts, welfare agencies, courts for adults, ete. Public education 
in the way of lectures, pamphlets, leaflets and radio talks, would 
fall within the province of the director of this service. The extent 
and success of such activities in each district will depend upon the 
interest taken in it by the superintendent and his staff and par- 
ticularly by the director of the service. Such activities cannot be 
expected to flourish unless someone is placed directly in charge and 
held responsible for continued growth and development. A plan 
to place more emphasis upon this work in the State hospitals was 
started in 1924 when the position of deputy medical inspector was 
established. The duties of the deputy were to include the promo- 
tion of parole and after-care work in the various institutions, the 
study of facilities, ete., and Dr. Philip Smith, deputy inspector at 
that time, made certain definite recommendations. However, it 
became necessary to assign additional duties to the deputy and the 
work could not be pushed. It is desirable, however, that the medi- 
eal inspector’s division inquire into these clinie activities on his 
regular visits and make recommendations. This will provide a 
check-up for work done. 

The part to be played by the State schools in this work is of 
somewhat different nature. The State schools do not have parole 
clinics at present comparable to the State hospitals, one reason 
being that the district covered by them is too large to permit such 
clinics and also because of different procedure in other ways. 
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There is no reason, however, why the State schools should not 
start clinics of this kind in the child guidance field, where indeed 
they are already lending very considerable assistanee. It would 
appear desirable to work out a plan by which patients on parole 
from the State schools might be directed to State hospital clinics 
near their residence for examination and report. Such a plan 
should not only be of assistance to the schools in keeping in better 
touch with their patients, but the observation of the State school 
cases would add to the experience, training and point of view of the 
hospital community physicians. It goes without saying that ab- 
stracts from the schools should be sent to the hospital to whose 
clinic the State school patient is expected to report and on the 
other hand, reports should be sent from the clinics to the State 
schools of their patients examined. 

While the State institutions in New York City should have the 
type of clinie service outlined above, these institutions should limit 
their activities to parole cases, as New York City is equipped to 
conduct its own mental hygiene clinics. In Manhattan State Hos- 
pital and Kings Park State Hospital this clinie work has already 
been under the charge of a specially designated physician who is 
assisted by others of the staff. Therefore the plans above outlined 
have already been partly put into practice in these two instances 
and with very good results. 

In other large cities of the State such as Albany, Utica, Syracuse, 
Rochester and Buffalo, well equipped mental hygiene clinics are 
highly desirable. The establishment of these under local auspices 
is desirable, but if these cities do not establish such elinies the 
State should do so, at least for a time. 

While this service for clinic work may be spoken of as a new 
service, the work contemplated cannot be regarded as other than 
an extension of work which has long been under way. Parole work 
has been going on for over 20 years in the State hospitals. Com- 
munity cases have been seen at regularly established clinics for 
many years. The last report made by the Department indicates 
that from July 1 to December 1, 1930, 1,073 community cases were 
examined at the various State hospital clinies. Institutions have 
carried on public education with physicians, social workers and 
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public welfare officials in their district over a long period. How- 
ever, all of these activities have been handicapped at all times by 
lack of personnel and lack of unity and direction. 

These recommendations represent modern trends in psychiatry 
and mental hygiene. Psychiatry has gone through various phases 
in its development. The first progressive period was humanitarian 
in character. This led to the construction of institutions. The 
second has been one of scientific study in which the nature of men- 
tal disease has been better understood, types recognized, symptoms 
classified and intensive special treatment instituted. These studies 
have led to the scientific ground work for modern psychiatry in 
mental hygiene. The next phase now in process of development is 
the practical application of this scientific knowledge toward the 
prevention of mental disorders. Hence, mental hygiene commun- 
ity clinies, child guidance clinics, public education in mental hygiene 
and mental hygiene societies have developed. 

New York State despite the present overcrowding in the institu- 
tions has been progressive in meeting humanitarian demands and 
in providing institutions. Scientific work in psychiatry has always 
been well advanced and the State may well be proud of its past and 
present standing in the psychiatric field. It is natural, therefore, 
to expect this new activity in the sphere of community work will be 
wholeheartedly supported. 

While results of course, cannot be predicted at this time, redue- 
tion in the occurrence of mental disease in the general population 
as a result of clinics, community work and public education may be 
expected. It may be that early treatment at clinics of certain types 
of patients such as those suffering from episodes of depression or 
from cerebral arteriosclerosis or from the early manifestations of 
syphilis may be effective to a very definite degree. <A slight redue- 
tion in the admission rates of the institutions would warrant the 
development of a clinic service. 

However, mental hygiene clinics in the community directed by 
the State hospitals are desirable for many other reasons. Many 
children will be helped by means of these clinics. Dependent per- 
sons cared for by welfare agencies will be more intelligently dealt 
with. Eventually delinquents and criminals will be considered 
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from the viewpoint of their mental maladjustments and treated 
accordingly. Psychiatric clinies available for the community will 
result in more intelligent, economic and efficient methods of caring 
for and treating a considerable number of the population. 

The State institutions will be the leaders in this field and good 
results may be expected if they are furnished with facilities, per- 
sonnel, financial support and assistance in organizing and carrying 
out a program. 








CHILD GUIDANCE CLINIC WORK IN A SEMI-RURAL COUNTY* 


BY DR. DONALD W. COHEN, MISS ELIZABETH JEWELL AND 
MISS IRMA RICHARDSON, 
DIVISION OF PREVENTION, NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 

Since 1918, New York State through the State Commission for 
Mental Defectives and more recently through the Division of Pre- 
vention of the Department of Mental Hygiene has conducted trav- 
eling mental clinics to serve those communities which had no other 
sources to draw upon for the study and treatment of their problem 
children as well as in some instances of their adult mental cases. 
The following is a report of the cases examined at such a traveling 
clinic over a period of three years in one of the counties of New 
York State. The personnel of the clinic during this period con- 
sisted of a full-time psychiatrist and psychologist; a psychiatric 
social worker joined the staff later. It was felt that such an inves- 
tigation would reveal factors which are conducive to the success 
of this type of clinic as well as the factors making for failure and 
that profitable suggestions would present themselves. 

Chautauqua County, situated at the western tip of New York 
State was chosen, this county being quite typical. It has an area 
of 1,069 square miles and a population of 126,586. Located in the 
county are two small industrial cities around which are the smaller 
communities. Jamestown, a city of 45,172 population, has as its 
chief industry the manufacture of wood and metal furniture. The 
industrial activities of Dunkirk, a city of 18,021, consists chiefly 
of foundries and machine shops. The chief products of the rural 
districts are grapes, other small fruits, grain, milk, eggs and poul- 
try. The county has 370 miles of improved roads. Its altitude is 
600 to 2,200 feet above sea level. 

There were in all 397 cases seen at the child guidance elinies held 
during the three-year period, covered by the survey. The clinies 
were used chiefly for children since the State hospital in the dis- 
trict held clinies, twice a month, for adults. The chronological age 
of persons brought to our clinies range from 2 to 50 years. Most 
of the adults that were brought to clinie were members of family 
groups who were all examined because the county authorities 


* Presented at Quarterly Conference at Buffalo State Hospital, June 1, 1931, 
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wished advice as to whether they were institutional cases or should 
be kept together as a family unit. 

The State statistical sheets show the reasons for cases being 
referred to clinic under three main headings and it was deemed 
advisable to use them in classifying the survey cases. Thus, the 
largest number of cases, namely 158, were referred because of edu- 
cational difficulties. The problem was grade placement, school 
adjustment, exclusion from school, ete. Next in numbers came the 
135 eases referred because of social reasons. This heading includes 
a multitude of things, such as home placement and adoption, and 
behavior disorders, ranging all the way from serious delinquencies 
for which the children were before the courts of the county, to 
mild temper tantrums or feeding problems. The third group com- 
prised 61 cases referred because of special problems of health. 
There were 6 special cases which did not fit into any of the above 
headings and 37 cases which were brought in for two or more 
reasons. 

An important purpose of the study was to determine if treat- 
ment was carried out as recommended. It seemed best to subdi- 
vide the three groups discussed above in order to make the actual 
work of the clinie more specific. The following table was made up 
accordingly showing the type of recommendation and whether or 
not it was carried out by the referring agency. 


FINDINGS OF SURVEY OF CHILD GUIDANCE CLINICS IN WESTERN NEW YorK RELATIVE 
TO RESULTS OF RECOMMENDATIONS 


Number of recommendations 








Type of recommendation Made Carried out 
i, ta i cas aes mceninee 178 114 
Placement in special .....s.ccccces 47 19 
Other grade placement ............ 64 64 
Exclusion from school ............ 42 20 
Vocational treamimg .o.scccaceescces 25 11 
Fe SUE ddc ab bwhadNeecabaaeesan een 153 67 
Pe SE kc ise ecaswasene’ 70 35 
eg ee er 35 11 


Recreation—clubs, ete. 


vrevrrerr os 48 21 
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3. Institutional, total .......cccveceseccser 60 41 
Placement in State schools ........ 38 23 
Delinquent institutions ............ 16 13 
FOR 5 ck nek ncs sin cain ccecseceeeis 6 1 
PEIVRCO TNGUUTIONG 655 a660ce cena ae 4 

By PMPRCR TIORTMONE oo o.oo oc ce cecedvccees 234 60* 

45** 

5. Home placement, total ............+.06- 95 69 
Te Hoarding Home .2..6ciscasccee 58 43 
EM WOERIG DOMMG 6.ccicicccsicscnies 4 10 
Be ND: 6 ewriirensvcceuesesen 33 16 

i ) RPeeerrrr rr eerie rere ee 4 1 

* Complete. **Partial. 


TYPES OF TREATMENT 
Cases treated 








Type Number recommended Number Per cent 

1. School placement ............ 178 114 64 
B Bowel WAMine «.....6 ccicesecss 153 67 44 
3. Institutional placement ...... 60 41 68 
4. Physical treatment .......... 234 105 45 
5. Home placement ............ 95 69 73 
GC ‘Bpetiel CRON) 6c cesccacs 4 1 2i 

oo ERS pe rere rear 624 397 64 


The recommendation which was most frequently carried out was 
regarding home placement in which 69, or 73 per cent of the 95 
cases recommended, were placed either in boarding homes, work- 
ing homes or free homes for adoption. 

As was to be expected there were many cases of feebleminded- 
ness referred to the clinic. The treatment recommended in these 
was entirely dependent upon the factors involved in each indi- 
vidual case. Institutional commitment was used as a last resort. 
If the home was found to be one in which proper supervision and 
training could be supplied, then recommendation for such service 
was made along with definite advice to the local worker, parent 
and teacher as to the proper methods to be employed in dealing 
with the individual, his abilities and disabilities. If, on the other 
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hand, it was felt that the home environment was not satisfactory 
but that a suitable environment, if supplied would produce a satis- 
factory adjustment then placement was recommended in a board- 
ing home located preferably in a community where special educa- 
tional facilities could be had, such as special class, slow-moving 
group, opportunity class, manual training, domestic arts, ete. 
Commitments to institutions for the feebleminded were only made 
in those cases where it had already been demonstrated that adjust- 
ment outside of such an institution was not possible or where 
keeping the individual in the home would be detrimental to the 
other members. The results from this plan of treatment proved 
its advisability. Many of the cases where local officials desired 
immediate institutional commitment were, instead, adjusted satis- 
factorily in their own homes, boarding homes or free working 
homes. Individuals who had been a total economic loss were now, 
in part at least, self-supporting rather than State charges. Thus 
only 60 cases were recommended for institutional commitment, 
although there were 134 cases having intelligent quotients below 70. 

School placement, that is either attendance at special class, 
change of grade, exclusion or vocational training was recommended 
in 180 cases. Of these 115, or 64 per cent were placed. Owing to 
the fact that many of the children came from country schools where 
there were no special classes available, the actual number who 
were placed in special class was rather small but many children 
who could not have this training were more correctly placed in 
the grades according to their mental ability. 

About two-thirds of the cases seen in the elinies had physical 
conditions which needed remedial treatment, although few were 
actually referred because of these conditions. The difficulties were 
chiefly bad tonsils and adenoids, poor teeth, eye defects, hearing 
defects and glandular disorders. Only 45 per cent of the cases 
received the treatment suggested. This low percentage is due to 
several causes. Many of the families were very poor and even 
with the help of the social agencies, the necessary operations and 
examinations could not all be carried out. There was a rather 
large number of foreign cases in one of the towns and where the 
physical condition was not very obvious to the foreign parents, 
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they often refused cooperation in having it treated. In the cases 
referred by the school authorities, the chief reason for the exam- 
ination was to determine correct grade placement and the school 
had not the facilities to follow the children any further. This 
accounts partially for the fact which will be discussed later, that 
the improvement in the number of cases sent in from the schools 
was not as great as might be expected. 

Under the heading of ‘‘Social training’’ recommendations, were 
included the cases where the psychiatrist gave advice to the par- 
ents as to how the children should be handled and the children who 
needed special behavior adjustment in overcoming enuresis, steal- 
ing, temper tantrums and so on, or children who needed the help 
of organized recreation facilities such as the Boy Scouts, Y. M. 
C. A. and various girl’s clubs. It was found that 67 cases, or 46 
per cent of the number ineluded in this group, could actually be 
said to have received treatment as suggested. 


b] 


A small group of 4 cases who showed psychotie trends were 
given special recommendations by the clinic. One of them received 
treatment. 

The seventh group of cases included a number from the other 
sections who were in need of check-up at another clinie session and 
who were given definite times to return to the clinic. Twenty-two 
such cases were listed but the local workers had actually returned 
34 for further advice. 

This accounted for all the eases with the exception of 5 who died 
and 55 who could not be located because they had moved from the 
district. The county touches Pennsylvania at the southern end 
and there is considerable moving back and forth across the border. 

The next purpose of the study was to discover if, when the refer- 
ring agencies had cooperated with the follow-up work, they had 
been able to actually benefit their cases with the treatment sug- 
gested by the clinic or if the agencies were not well enough trained 
to carry out the treatment, or if the recommendations were beyond 
the scope of the community facilities. The best method of ascer- 
taining this seemed to be by judging improvement in relation to 
the number of cases for which each agency was responsible and 
also improvement in relation to the amount of training of the 
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workers in that particular agency. The criterion for calling a 
ease ‘‘improved,’’ was the opinion of the worker who knew the 
ease best in the referring agency, the records of the agency which 
were continuous from the time the case first had been in the clinie, 
plus the opinion of the psychiatric social worker now connected 
with State clinie staff. Up-to-date reports were obtained on all 
cases, either from the records or by having the psychiatric social 
worker from the clinic visit the cases personally to secure first 
hand information from families and interested authorities. This 
method had, of course, several objections, but it was the only one 
which was at all feasible under the circumstances. Fifteen per 
cent of the cases were personally interviewed by the psychiatric 
social worker of the State clinic staff. 

Several difficulties in the case material presented themselves. 
For example, cases where the recommendations had not been fol- 
lowed in any way but which were improved nevertheless could not 
be counted in the ‘‘improved’’ groups because their present status 
was not definitely known to be due to the clinic. However, it is a 
well recognized fact that examining a case plus interviewing the 
parent or guardian may result in an improvement of the presented 
problem without any further work being done by the social worker. 
Doubtless, there are some of this type included in the number 
which have not been counted in the ‘‘improved’’ groups. Not 
counting these cases kept the relation of recommendations and suc- 
cessful treatment clear. Also the 41 cases committed to institu- 
tions and the children who had been transferred to the supervision 
of the State Charities Aid New York office for adoption outside 
the county could not be included. Naturally the results were also 
exclusive of the cases who died or moved away. This explained 
why the number of cases finally reported upon under the 
‘‘improved’’ and unimproved groups did not correspond to the 
total 384 cases originally considered. 

It shows that of the 201 cases for which the county agent was 
responsible 89 could actually be judged improved by carrying out 
of the clinic recommendations while 30 were unimproved. The 
school authorities were following 109 cases of whom 43 improved 
and 34 did not. The city or village nurses were following 45 of 
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The following gives the data: 


RESULTS OF TREATMENT BY VARIOUS AGENCIES 


Number of Number Number 

Follow-up agency cases improved unimproved 
MEY GROG occcccccisccnesicns 201 89 30 
REE ee ee or rrr hr 109 3 34 
City or village nurse............ 45 21 21 
GONY WURTE oko icc ccs c sins cece 11 2 + 
ROME DAFUGION 2.5 os ec cdcesce 10 3 2 
BMORL TNSTLUION, «6 0:0.0.6:0050:5:04:60 8 2 6 
pe eee 13 

IY cata ain, dca, Bie ar ocala area 397 160 97 


* Remaining cases committed, moved, died or transferred to supervision of New York office. 


whom about half or 21 improved and the rest did not. The county 
nurses followed 11 cases of whom 2 improved and 4 did _ not. 
Local institutions such as the Children’s Home and the County 
Poor Farm, followed 8 cases of whom 2 improved and 6 did not. 
On 8 cases from the various agencies the treatment had been car- 
ried out but intervening circumstances were such that it was 
impossible to make a judgment as to improvement. 

This seemed to indicate that the county agents had the most 
success with treatment figuring the percentage of cases judged 
improved to those unimproved and exclusive of the number com- 
mitted, transferred and so on. Successes of the other referring 
agencies on the same criterion were in the following order, local 
physicians, city and village nurses, school agencies, county nurses 
and local institutions. 

The need of further training of local workers was clearly indi- 
eated if the State clinics were going to depend on them to carry 
out recommendations with anything like passable results. The 
county agents were, of course, the most highly trained workers 
and their success topped the list. Beyond that, however, it did not 
seem that the local personnel was equipped for the clinie work. 
This was recognized several years ago and the State has already 
added a psychiatric social worker to the clinic staff. The program 
was to have this social worker take over almost the entire follow- 
up work of the districts where the local people had had no train- 
ing and demonstrate the State’s ideals for follow-up work. This 
is a very large order, for the clinie districts are quite extensive 
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but after a period of work in each county, it was hoped that the 
clinic social worker could train the local people in the psychiatric 
point of view and better the results. This will, of course, take 
time, for one cannot expect the average school and county nurses, 
especially in the country sections, who may know the health prob- 
lems on school work, to become psychiatric social workers over- 
night. It may be found that the task is too large and the State 
may need to take over all of the follow-up work, except that of the 
county agencies and here and there other workers with unusual 
training. However, the program is at present in the develop- 
mental stage and the final results cannot be even suggested. Using 
this survey as an indicator, the degree of successful treatment was, 
although adequate in many cases, not as great as could be wished, 
for the clinie program was arranged during the period studied 
without the services of a State psychiatric social worker. 


OBSERVATIONS AND RECOMMENDATIONS 

1. Local workers are in need of further training in psychiatric 
social work. 

2. Local educators need to develop a knowledge of mental 
hygiene principles so as to deal more successfully with their prob- 
lem children. 

3. The establishment in country schools of special educational 
facilities for the backward pupil is very necessary. 

4. <A well qualified visiting teacher should be employed in each 
of the larger communities to deal with problem school cases. Thus 
the clinie staff would treat only the serious problem cases occurring 
in the schools. 

5. Some plan should be devised whereby facilities would be 
placed at the disposal of the local workers for the correction of 
physical defects in those children whose parents are unable to pay 
but who are not county charges. 

6. Many feebleminded can be satisfactorily adjusted outside of 
an institution provided they are placed in a suitable home and given 
work on a level with their actual capacities. 

7. A similar study should be made three years hence in a like 
district which has had the benefits of psychiatric social work. 








RECOVERY IN DEMENTIA PRAECOX* 
A Report of 35 Cases 


BY H. L. LEVIN, M. D., 


CLINICAL DIRECTOR, BUFFALO STATE HOSPITAL 


To quote from Henderson and Gillespie (Second Edition, 1930, 
p. 220), **. . . there has been a reversal of opinion in regard to 
prognosis (in dementia precox). It is now generally recognized 
that although a schizophrenic type of disturbance is always most 
serious, there are certain cases which can, and do, readjust them- 
selves.’’ White (Tenth Edition, 1924, p. 204) gives Krepelin’s 
figures of a recovery rate of 13 per cent in the catatonic type and 
8 per cent in the hebephrenic. Rosanoff (Sixth Edition, 1927, 
p. 117) also quotes Krepelin’s experience and we find that his 
recovery rate in the catatonics has gone up from 13 per cent to 20 
per cent. Although the several authors consulted all agree that the 
catatonic type offers the greatest probability for recovery, their 
opinions vary considerably with regard to the prognosis in the 
simple, hebephrenic, and paranoid types. One authority flatly 
states that the paranoid never recovers, while another tells us 
that symptomatic guides are of very little help in estimating 
whether a case is favorable or unfavorable. One gives a long list 
of omens of bad prognosis, i. e., indifference, systematized delu- 
sions, multiplicity of hallucinations, shut in personality, insiduous 
onset, lack of external cause and inadequate emotional reaction. 
Another authority seems to pin his prognostic faith on the effi- 
ciency with which the patient met his difficulties in his pre-psy- 
chotic period and on the presence or absence of adequate precipi- 
tating factors. It is quite apparent that when one questions the 
present psychiatric literature for a prognostic sheet anchor he 
does not receive a clear cut answer. 

In this hospital it has been the custom to discharge dementia 
precox cases as ‘‘recovered’’ if they met the definition given for 
‘*recovery’’ in the Statistical Guide of the New York State Depart- 
ment of Mental Hygiene and adopted by the U. 8. Census Bureau, 
i. e.—‘‘ Recovery indicates the condition of a patient who has 


* Presented at Quarterly Conference at Buffalo State Hospital, June 1, 1931. 
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regained his normal mental health, so that he may be considered 
as having practically the same mental status as he had previous 
to the onset of the psychosis.’’ In the recoveries listed below the 
mental status was evaluated in each case after one year’s parole 
and was based on the reports of the social worker and the findings 
of the physician to whom the patient reported while on parole. 
Where there was any doubt as to the patient having regained his 
prepsychotic mental status, he was discharged as much improved 
rather than recovered. 

Of course the question immediately arises as to the accuracy of 
diagnosis, and I am entirely willing to concede that right here 
there is plenty of room for honest differences of opinion. I fully 
realize that the schizophrenic group cannot as yet be satisfactorily 
defined and that the essential clinical features of dementia praecox 
have not as yet been erystalized. I wish to explain however that 
in arriving at the original diagnosis we made every attempt to 
comply with the definitions of the various types of dementia precox 
as given by Kirby in the Statistical Guide of the Department. 
Also, at the end of the year’s parole, each record was reviewed in 
the light of the subsequent developments. Some cases originally 
diagnosed dementia precox were thus rediagnosed. We found 
occasionally that what originally impressed us as a schizophrenic 
psychosis, later proved to be an episode in an alcoholic, or psycho- 
pathic personality, or in a mental defective, and the diagnosis was 
changed accordingly. However, if the case showed a consistent 
grouping of the usual major symptoms of dementia precox and 
there were no serious admixtures to justify changing the diagno- 
sis, or placing the case in the ‘‘ Undiagnosed’’ column, the original 
diagnosis of dementia precox was allowed to stand, 

For the four-year period ending with June 30, 1930, 35 such 
recovered dementia precox cases were found. The total of admis- 
sions and readmissions of dementia precox was 592. This gives a 
recovery rate of 5.9 per cent. Below are given brief reviews of the 
positive findings in each case. 

CASE 1 
Hospital No. 13,865. Female. Age 27. Paranoid. Admitted June 12, 1915. Duration: 


unknown. Precipitating cause; unknown. Personality: not given. Psychotic picture: 
Complained that people on street called her ‘‘Milakey’’ which she stated meant that 
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they were slandering her. On admission, soon adapted herself to routine but insisted 
that she came to hospital in the capacity of a nurse; she fashioned and wore a close 
approximation of the hospital uniform and became quite adept in assisting the nurses. 
Asked for nurse’s pay, keys and permission to live in the nurses’ home. Physical con- 
dition; good. Discharged November 1, 1927. No insight. 


CASE 2 

Hospital No. 15,566. Male. Age 41. Hebephrenic. Admitted January 15, 1919. 
Duration; about 3 years. Precipitating causes; not given. Personality: He was head 
strong, but cheerful, sociable and well liked. He was employed as a watch maker. He 
was ambitious and affectionate towards his family. Married at 21. Psychotic picture; 
He became less and less efficient in his work. He moped around. He developed many 
mannerisms such as shaking his shoulders and arms and blowing his nose. He said that 
his co-workers were laughing at him and talking about him. He also stated that he 
stopped the World War. Later he stated that spirits were talking to him. When talk- 
ing about his difficulties, he often smiled and sometimes laughed. Physical condition; 
left inguinal hernia. Discharged May 23, 1930. Limited insight. 


CASE 3 

Hospital No. 18,399. Female. Age 50. -aranoid. Admitted October 21, 1924. 
Duration; onset directly after uterine operation. Precipitating cause; operation. Per- 
sonality: She made many friends, was an efficient housewife, fond of movies and music. 
Psychotic picture: She stated that she was put in a trance, then taken through a tunnel 
to a cellar and out to a field where the odor was terrible, explaining that there were 
many dead in this field. She said that she must keep her mouth tightly closed in order 
to keep out the gases. She spoke of people working electricity on her head and she 
wrapped her head in newspapers to keep out the electricity. She said that her husband’s 
life was in danger. Her emotional reaction was at all times adequate and consistent. 
Physical condition; good. Discharged May 5, 1929. Partial insight. 


CASE 4 
Hospital No. 18,716. Male. Age 23. Paranoid. Admitted May 14, 1925. Duration: 
sudden onset about three days. Precipitating cause: He had become intensively inter- 


ested in Klan meetings. Personality: He was always bashful, seclusive, a great reader. 
He stated, ‘‘I have always been afraid of a girl.’’ Single. Psychotic picture: He said 
that he is Satan and at the same time he went about attempting to convert people. He 
also called himself St. Peter. He said that ‘‘whispering’’ told him that he was an 
awful sinner. He said that he had a mission to save the Catholics and he prayed to die 
and get back to the world again because nobody would pay any attention to him in his 
present life. He said that the medicines that the doctors prescribed for him were poison 
and that the air was also poison. Part of the time his emotional tone was one of relig- 
ious exaltations. At times he was observed to laugh to himself. Physical condition: 
Good. Discharged October 26, 1926. Limited insight. 
CASE 5 

Hospital No. 18,842. Female. Age 33. Paranoid. Admitted August 11, 1925. 
Duration; eight years. Precipitating cause: not given. Personality: She was sociable 
with both sexes. She was employed at house work after leaving school and was con- 
sidered a good worker. Married at age of 19. Psychotic picture: A few months after 














H. L, LEVIN, M. D. 479 


the birth of her third child, she began to talk of visitors coming into her home only 
for the purpose of drawing on her strength and to weaken her. She said she could not 
trust her neighbors. She spoke of having seen her brother and mother who have died. 
Her emotional reaction was consistent. Physical condition: good. Discharged August 
24, 1926. Limited insight. 


CASE 6 
Hospital No. 18,901. Female. Age 27. Paranoid. Admitted September 19, 1925. 
Duration: about four years. Precipitating cause: She worried much about the fact 


that her mother was a senile paranoid in a State hospital. Also, her brother who had 
been working for her husband, brought suit against her husband for injuries received 
while in his employ. Her husband forbade her from having anything to do with her 
own people. Personality; She was of a seclusive and worried make-up, and lacked con- 
fidence in herself to the extent that her husband had to do much of the marketing. 
Prior to her marriage, she worked as a domestic and was considered efficient. She mar- 
ried at 24. Psychotic picture: She said that she is God. That her baby was the Lord. 
She said she could hear her neighbors talking against her and in reaction to these hallu- 
cinations she moved frequently, and shortly before her admission, because she feared 
she would be poisoned, she attempted to cut her throat. Her emotional reactions were 
changeable. Most of the time she appeared depressed and stated she felt down-hearted 
because she could not be with her children. She was observed to have laughing and ery- 
ing spells. Physical condition; good. Discharged February 14, 1927. No insight. 


CASE 7 
Hospital No. 18,902. Male. Age 23. Paranoid. Admitted December 6, 1923. 
Duration: about 2% years. Precipitating cause: not given. Personality: He was seclu- 
sive, moody, and given to roaming about the country. He worked only spasmodically. 
Psychotic picture: He would not eat with his family but insisted on preparing the 
food himself and eating it by himself. He spoke of radium and electricity being shot 
into his back. He said people were talking against him and that he never was given a 
fair chance. Emotionally he impressed one as being superficial and he was occasionally 
observed to laugh for no apparent reason. Physical condition: good. Discharged April 
21, 1928. Good insight. 
CASE 8 
Hospital No. 18,906. Female. Age 52. Catatonic. Admitted September 24, 1925. 
Duration; unknown. Precipitating cause: unknown. Personality: unknown. Psychotic 
picture; It was ascertained that she had lived with one or two men and that her psy- 
chosis developed shortly after her marriage to a third one. The patient could not be 
induced to talk her mind except on one occasion when she said that people on the street 
would stick their tongues out at her. Her mood alternated between anger and silly 
childishness. Physical condition; good. Discharged July 10, 1926. No insight. 


CASE 9 
Hospital No. 19,019. Male. Age 35. Catatonic. Admitted December 18, 1925. 
Duration; about two months. Precipitating cause: unknown. Personality: seclusive. 
No interest in women. Common laborer. Single. Psychotic picture: His boarding 
house mistress stated that he would pace the floor or stare vacantly for hours at a time. 
He said that radios repeated his thoughts. He heard the radio say that they would kill 
him by tearing out his stomach. He exhibited a stolid mood. Physical condition: 


Wassermann of the blood four plus. No other evidence of syphilis. Discharged March 
7, 1927. No insight. 
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CASE 10 


Hospital No. 19,036. Female. Age 23. Catatonic. Admitted December 31, 1925, 
Duration; about two months. Precipitating cause: She had three children and one 
miscarriage within six years. Her husband was very penurious. He insisted that she 
stay entirely away from her relatives. She took abortives against the wish of her hus- 
band and feared that he might find out about it. For some time prior to her admission, 
her husband worked nights so that he had to get his sleep during the day. She had 
considerable difficulty in keeping the children quiet and sometimes when he was awak- 


. 


ened by their noise he would strike her. Personality: She always was seclusive. She 
reached the fourth grade at the age of 16. She then remained at home helping with 
the housework and within one year married. Psychotic picture: She talked about her 
husband living with other women. She said the neighbors were talking against her. 
She disowned her married name. When she was not in catatonic excitement she appeared 
depressed and at times cried, saying she wished to go home to her children. At times 
she was observed to smile to herself. Physical condition: good. Discharged April 12, 
1927. Very limited insight. 


CASE 11 

Hospital No. 19,071. Male. Age, born 1896. Hebephrenic. Admitted: first admis- 
sion, February 23, 1924. Discharged improved, April 26, 1925. Second admission: Jan- 
uary 26, 1926. Discharged recovered, June 13, 1927. Dwration: His first psychosis 
is dated back to November, 1923. Precipitatmmg causes: In November, 1923, while at 
work a large cement block fell on him, fracturing his nose and also his ankle. In 
November, 1925, some two months prior to his second admission his nose was again 
fractured in an auto accident. Personality; He was considered a good mixer, always 
seemed happy. He served in the English Army during the World War and had no 
particular difficulty. He was a farm and factory worker. Married and separated. 
Psychotic picture: During both of his attacks he spoke of voices calling him bad names. 
He said his wife wished to get rid of him. During both admissions he was irritable 
or silly or childish, He showed no adequate emotions whenever confronted with his 
psychotic manifestations. Physical condition: good. Discharged June 13, 1927, recov- 
ered. No insight. It was considered that alcohol could be ruled out. 


CASE 12 

Hospital No. 19,096. Male. Age on first admission, 47. Paranoid. First admissivun, 
November 9, 1923. Discharged recovered, April 26, 1925. Second admission (voluntary), 
February 10, 1926. Duration: In both admissions rather sudden. Precipitating causes: 
Shortly before his first admission a relative of his was drowned. Patient had previously 
made arrangements to go to Canada with a vacation party. He went with this group 
as arranged and while on his vacation developed the psychosis. No precipitating factors 
are recorded for his second admission. It was later learned there possibly was over- 
indulgence in alcohol, but he was not a chronic alcoholic. Personality: A highly skilled 
and very conscientious technician in a laboratory. He had many men friends but had 
no interest in women. Single. Psychotic picture: During his first admission he spoke 
of having been induced to go to Canada to be tortured and killed. He said that he 
had a vision of the Holy Mary. He heard voices accusing him of sex perversions. Made 
an attempt to cut his throat. During the second admission he stated that doctors doped 
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him and he heard voices call him bad names. He feared that people were after him and 
for this reason came to the hospital as a voluntary patient. His emotional reactions 
were always adequate and consistent. Physical condition: good. Discharged February 
12, 1928. A fair degree of insight. 
CASE 13 

Hospital No. 19,104. Male. Age on first admission 22. Hebephrenic. First admis- 
sions, January 6, 1917. Diagnosed alcoholic psychosis. Discharged recovered, 
August 11, 1917. Second admission to Matteawan State hospital, May 28, 1918 
While serving time on Blackwell Island, he killed a fellow prisoner. Diagnosed manic- 
depressive, circular. Later he was transferred to a civil State hospital and discharged 
as recovered, June 30, 1920. His third admission was on February 16, 1926. Duration: 
about one year. Precipitating causes; not given. Personality: Prior to 1917, he was 
described as a good mixer, and drank considerably with men. Since 1917 he was seclu- 
sive, and not alcoholic. Occupation, painter, changed jobs very often. Married and 
separated. Psychotic picture; During his third admission he said that he was Jesus. 
He said that he must act as his mother’s guard. He placed gold fish in his mouth and 
pebbles in his ears. He said he could hear women in the street calling him an Easter 
lily. His prevailing emotional tone was one of complacency and self-satisfaction. 
Physical condition: good. Discharged May 10, 1927. Fair insight. 


CasE 14 

Hospital No. 19,137. Female. Age 25. Catatonic. Admitted March 9, 1926. 
Duration; Onset about 17 days. Precipitating cause: Four days after the birth of her 
second child it is recorded that her physician informed her that her Wassermann of the 
blood was positive for syphilis. Personality; Seclusive and depressive. She reached 
the eighth grade at 14 years and worked as a waitress. Married at 22. Psychotic 
picture: Said that people were talking against her, that her house was wired. She 
then became confused, noisy, soiled, tube fed and mute. Emotionally, when not in a 
stupor she showed a sullen attitude. Physical condition: Wassermann of the blood four 
plus. No other evidence of syphilis. Undernourished. Discharged September 14, 1929. 
Fair insight. 

CASE 15 

Hospital No. 19,207. Female. Age 27. Paranoid, later catatonic. Admitted April 
21, 1926. Duration; Sudden onset, 8 months. Precipitating causes; In August, 1925, she 
was struck by an auto. She was not unconscious but an X-ray report showed possible 
fracture of skull. Personality: She reached second year high school at 17 and then 
remained at home. She had numerous friends. Single. Psyqhotic picture: She said 
people were talking about her and they could read her thoughts. She heard voices say 
that she is no good and that she ought to be dead. She said she would be better off 
dead. She has stupor episodes lasting from one-half to one whole day. In the hospital 
she showed considerable perplexity. Physical condition; Good. Discharged September 
19, 1927. Fair insight. It was considered that while the head injury might be con- 
sidered an etiological factor, she was diagnosed dementia precox rather than traumatic 
psychosis because the trauma seemed to have initiated a precox process. 


CASE 16 
Hospital No. 19,303. Male. Age on first admission 19. Paranoid followed by cata- 


tonic. First admission June 23, 1926. Discharged unimproved, November 27, 1928. 
Second admission December 14, 1928. Duration; first psychosis, two months. The sec- 
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ond episode began ten days prior to his second admission, when he gave up his work 
and later when picked up by the police he insisted upon spitting at jewelry show window. 
Precipitating cause; Father’s death. Personality: Always very seclusive. Single. 
Laborer. Psychotic picture: During his first admission he said that a dentist killed 
his father and this same dentist is trying to poison the patient. Said his head was 
filled with gas. He heard voices telling him to be good. During his second admission 
he showed extreme catatonic excitment. Later he was observed to laugh to himself, 
Physical condition: good. Discharged March 24, 1930. 


CASE 17 
Hospital No. 19,306. Male. Age 18. Hebephrenic. Admitted June 26, 1926. 
Duration: one month. Precipitating cause; unknown. Personality; He left school at 
the age of 16 while in the sixth grade and proved to be a good worker in steel plant. 
He always showed a father antagonism. Psychotic picture; Although his physical con- 


dition was good he complained of stomach and bowel trouble. He said that he was sure 


he was going to die. He lost interest in everything. While in the hospital he could 
not be induced to talk his thoughts. His emotional tone was one of indifference. At 
times he would laugh to himself. Physical condition; good. Discharged September 30, 
1927. No insight. 
CASE 18 

Hospital No. 19,438. Male. Age 30. Paranoid. Admitted October 4, 1926. Duration; 
gradual, about ten months. Precipitating cause; unknown. Personality: Said to have had 
no abnormal traits. Psychotic picture; He said he could see strange people jumping in 
and out of the windows of his home. He said men were after his wife. That black 
hands were after him and his wife was in league with them. He said that his children 
were not his. His prevailing emotional tone was one of irritability. Physical condition: 
good. Discharged April 13, 1928. Limited insight. 


CASE 19 
Hospital No. 19,652. Male. Age 23. Paranoid, later catatonic. Admitted November 
4, 1925. Duration; about three years. Precipitating cause; unknown. Personality: He 
was over-protected by his mother. He was very sensitive and not much of a mixer. 
He nevertheless was elected president of his high school graduating class. He never 
developed any interest in girls. Psychotic picture: While attending a law school he 
developed the idea that in some unknown way a nerve was taken out of his body which 
caused him to be sexually different than anyone else. Later he called himself ‘‘' The Key 
to the Mohammedan religion.’’ He said God gave him unseen sources of power and 
that he had a mission to perform. Later he exhibited mild catatonie excitement spells. 
Said he could hear God’s voice. His emotional tone was at times depressed with insight 
and at other times quite superficial. Physical condition; good. Discharged March 17, 

1929. Good insight. 

CASE 20 
Hospital No. 19,653. Male. Age 53. Paranoid. Admitted March 5, 1927. Duration: 
about 15 years. Precipitating cause; unknown. Personality: unknown. Psychotic picture: 
He heard voices threaten to kill him. He moved frequently to escape his persecutors. 
For a time he was mildly alcoholic and this seemed to ease up his psychotic features. 


Idle. For seven years prior to his admission, he did not drink. Commitment was pre- 


cipitated by an attempt at suicide. His emotional reaction at times was stolid, at other 
times he was depressed and had crying spells. Physical condition; good. Discharged 
September 12, 1928. Partial insight. 
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CASE 21 


Hospital No. 19,725. Male. Age 30. Paranoid. Admitted April 21, 1927. Duration: 
about three weeks. In August, 1925, he was sent to the observation ward of the City 
Hospital on the complaint of one of his sisters. She stated that at that time he was 
interested in books on ‘‘Psychology’’ and he wrote her a letter in which he stated he 
would appear to her in the devil’s clothing. He was discharged from the observation 
ward without commitment. Precipitating cause: It was recorded that at the age of 
18 he learned that he was an illegitimate child. Personality: A good mixer with his 
own sex, a very generous spender, a professional boxer in his early adult years. In 
childhood ran away from home occasionally. No interest in women. Psychotic picture; 
For a very brief period he showed flight of ideas, distractibility, and over activity. He 
then developed ideas that he had been hypnotized and his emotional reactions were 
quite consistent with his idea. Physical condition; good. Discharged February 15, 1929. 
Limited insight. 

CASE 22 

Hospital No. 19,744. Male. Age 24. Catatonic. Admitted February 16, 1927. 
Duration: six months. Precipitating cause; not given. Personality: Always was seclu- 
sive, very quiet, and a great reader. Never was self-sustaining. Single. Psychosis 
developed while he was studying for the priesthood. Psychotic picture; He talked much 
about self-abuse and marriage, both being evil and sin, he could not decide which was 
worse. He exposed himself to a female cousin and was also suspected of some sex 
play with a 15-year-old boy. He insisted upon drinking enormous quantities of water 
in order to relieve a dull feeling in his head. He attempted suicide. He had catatonic 
excitement episodes. Emotionally, for a short time he was depressed but later went into 
a catatonic excitement. Physical condition: good. Discharged December 29, 1929. Good 
insight. 

CASE 23 
Hospital No. 19,785. Male. Age 36. Catatonic. Admitted May 20, 1927. Duration; 
four days. Prectpitating cause: He had spent a lot of time working over a perpetual 
motion machine. Personality: He was a good mixer, a very efficient worker, and ambi- 
tious for himself and family. Psychotic picture: While still at his work he went into 

a stupor, and when he came out of it he spoke of having heard voices telling him not 
to say anything. Very little of his mind could be obtained after that. He spoke about 
his father-in-law having ridiculed his perpetual motion invention. Said his wife also 
argued with him about this. Emotionally, much of the time he was a resistive catatonic. 
Physical condstion; good. Discharged August 13, 1928. No insight. 


CASE 24 

Hospital No. 19,980. Female. Age 31. Paranoid. Admitted September 16, 1927. 
Duration: two weeks. Precipitating cause: marital difficulties. She married, divorced, 
her husband and then remarried him. Personality; She was cheerful, efficient, and a 
good mixer with both sexes. She clerked in a department store for about 1% years 
and later did housework. She married at 19. Psychotic picture: Said that people were 
trying to poison her and her children. She could hear talk going on about her. Her 
commitment she said was a frame-up on the part of lawyers and judges. She said she 
could hear her three children crying while in the hospital. She said she heard the voice 
of General Wood, or rather the son of General Wood and that he would protect her. 
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Her emotional tone was changeable, part of the time she cried when she talked of her 
troubles and other times she was quite complacent. Physical condition: Wassermann 
of the blood four plus but no other evidence of syphilis. Discharged November 21, 1928. 
Good insight. 
CASE 25 
Hospital No. 20,073. Female. Age 47. Paranoid. Admitted November 13, 1927. 
Duration: gradual over five years. Precipitating cause: unknown. Personality: Some- 
what sensitive but sociable with both sexes. A very efficient clerk in a dry goods store. 
Single. Psychotic picture; She said that for some unknown reason her friend turned 
against her, talked about her, slandered her and snubbed her. There were numerous 
ideas of reference. About one year prior to her admission she gave up her work because 
she feared that some day she could not control herself and would slap one of her co- 
workers because of the talk against her. On the hospital ward she got into difficulty 
because of her ideas of other patients insulting her. Her emotional reaction was at all 
times adequate. Physical condition: psoriasis. Discharged March 12, 1929. Partial 
insight. 
CASE 26 
Hospital No. 20,228. Male. Age 34. Paranoid. Admitted March 10. 1928. Duration; 
gradual over five years. Precipitating cause; Financial difficulties, some time after pur- 
chasing his home his work became slack and he was unable to meet his payments. 
Personality: He enjoyed outdoor sports. He was a good mixer with both sexes. He 
was ambitious and had a good work record. Married at 22. Psychotic picture: Said 
that people were carrying guns with which to kill him and his wife. He spoke of the 
radio broadcasting about him. He was afraid to eat because the food was poisoned. 
His emotional tone was rather superficial. Physical condition; Undernourished. Dis- 
charged June 9, 1929. Good insight. 
CASE 27 
Hospital No. 20,229. Male. Age 33. Paranoid. Admitted February 7, 1928. 
Duration; two days. Precipitating cause: unknown. Personality: No striking traits. 
Psychotic picture: He complained that people called him bad names and talked about 
his habit of self-abuse. There were numerous ideas of reference. At one time he spoke 
of having seen birds and rabbits. Emotionally, he was dull and at other times appeared 
to be perplexed. Physical condition: good. Discharged September 4, 1929. Limited 
insight. 
CASE 28 
Hospital No. 20,233. Female. Age 23. Catatonic. Admitted March 12, 1928. 
Duration: five days. Precipitating cause: She stated that three men were in love with 
her and that she could not choose between them. Personality: A good mixer with both 
sexes. A very efficient worker. A first class stenographer. Single. Psychotic picture: 
She said that her uncle doped her. She heard the radio talking about her. She then 
went into catatonic excitement and required tube feeding. She said that God talked 
to her. Her emotional reaction was at times suspicious, at other times indifferent. 
Physical condition: good. Discharged February 8, 1930. Good insight. 


CASE 29 
Hospital No. 20,260. Male. Age 34. Catatonic. Admitted March 28, 1928. Duration: 
onset was sudden, one year and five months prior to admission. Precipitating cause; 
While riding in an auto with a male friend and probably somewhat under the influence 
of liquor there was an auto accident. The patient was not injured but spent the night 
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in jail. Pe rsonality: A good worker as a general laborer but very seclusive. He was 
drunk almost every Saturday night but able to return to work the next Monday morning. 
When urged to marry by his relatives he said ‘‘I will have to stay and take care of 
mother.’’ Psychotic picture: Ever since the above mentioned arrest he spoke of having 
been disgraced and that there was no use working. He become suspicious and fearful. 
He said that the man who came to read the gas meter really came there to asphyxiate 
the patient’s family, and he went to the police complaining about this. He then went 
into a catatonic stupor, refused food, and had to be tube fed. Later he said the floor 
was charged with electricity which reached his body by way of his feet. Physical 
condition; good. Discharged July 7, 1929. Good insight. (Because of the prolonged 
psychosis and the characteristic paranoid catatonic reactions it was thought that demen- 
tia precox was a better diagnosis than alcoholic psychosis. ) 


CASE 30 
Hospital No. 20,342. Female. Age 34. Catatonic. Admitted May 23, 1928. In 
1924 following the birth of her third child she was depressed for about two months. 
She was cared for at home and recovered. Duration; fourteen days. Precipitating cause: 
Influenza followed by an infection of antrum of Highmore which required drainage. 
Personality: sociable. A good mixer with both sexes. High school graduate. A very 
efficient stenographer. Married at 31. Psychotic picture: She became indifferent, later 
confused, and spoke of voices talking about her. She said her friends were all dead. 
She then went into a catatonic excitement, then became mute, and later smiled. Assumed 
queer postures. Physical condition; chronic sinusitis. Discharged July 18, 1929. Good 
insight. 
CASE 31 
Hospital No. 20,670. Male. Age on first admission 34. Hebephrenic. First admis- 
sion, April 11, 1925. Diagnosed dementia precox, hebephrenic. Discharged, recovered, 
August 8, 1926. Next admission, December 14, 1928. Duration; prior to each admis- 
sion, about one year. Precipitating cause: It was thought that his first admission was 
caused by his wife being unfaithful and his second admission by the death of his only 
son. Personality: Always seclusive. He was interested in collecting postage stamps, 
butterflies, ete. In high school he won a gold medal for oratory. He married in 1919. 
Bookkeeper and postoffice clerk. Psychotic picture: Prior to his first admission he hid 
in the boiler room, claimed that people were after him to kill him. During his second 
admission he refused to believe that his son had died. He said he could hear his 
co-workers and people on the street passing nasty remarks about him. He said that he 
had seen his son on the street. His emotional reactions were not adequate, sometimes 
silly and often showing mannerisms. Physical condition: good. Discharged January 
16, 1930. No insight. 
CASE 32 
Hospital No. 20,698. Female. Age on first admission, 19. Paranoid. First admis- 
sion, February 3, 1920. The onset was sudden after a minor injury when she was struck 
by an auto. She became self-absorbed, showed mannerisms, said that the food was 
poisoned and she was burning up inside. Discharged, much improved, May 8, 1920, and 
she returned to her former job. Her second admission was on December 31, 1928. Soon 
after her mother fractured her rib, patient began to express vague fears. At times she 
was very indifferent, at other times tears filled her eyes, but she would not express any 
ideas. Precipitating causes: As given above and also it was stated that prior to her 
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second admission there was an attempt at an assault by a young man with whom she 
was keeping company. Personality: She always had a strong father attachment. She 
was seclusive, sensitive, and jealous of her sisters. A good clerk in a railroad office. 
Single. Psychotic pictwre: as given above. She was discharged on April 10, 1930. 
Good insight. 
CASE 33 

Hospital No. 20,803. Male. Age on first admission, 21. Paranoid. First admission, 
March 3, 1921. Discharged, recovered, May 28, 1922. Second admission, June 23, 1923, 
Discharged, much improved, September 12, 1924. Third admission, April 1, 1926. Dis- 
charged, much improved, June 9, 1927. Fourth admission (voluntary), March 2, 1929. 
Duration: In each instance about one or two months prior to admission. Precipitating 
causes: First admission, the death of his mother. Second admission—no definite causes 
given in the record, but it is stated that this psychosis developed about one year after 
his marriage and when he learned that his wife was pregnant. Third admission, worry 
over the possibility of losing his job. Fourth admission—he had been working as a 
salesman in Buffalo when his firm transferred his territory to an adjoining part of 
Pennsylvania. His family were obliged to remain in Buffalo. This change was made 
very much against his will. He tried to commute week-ends but it was during the mid- 
dle of the winter, the roads were bad, his ear broke down, and he did not have sufficient 
money to buy a new one. Personality; A good mixer, cheerful and ambitious. Specialty 
salesman. He married at 23. Psychotic picture: During his fourth admission he spoke 
of seeing Shriners’ buttons. This had some special significance but he would not talk 
about it. There were some vague fears. He at times appeared perplexed but was very 
evasive and would not talk. At times he would say that there was a funny taste in his 
mouth. His prevailing emotional tone was one of depression. At other times he was 
irritable particularly when questioned; said he preferred to be left alone. Physical 
condition: good. Discharged March 24, 1930. Good insight. 


CASE 34 
Hospital No. 20,916. Female. Age 36. Paranoid. Admitted May 14, 1929. Duration: 
two weeks. Precipitating cause: For some unknown reason there had been a change in 
attitude on the part of the husband towards the patient. He became quite irritable 
towards her. Personality: She was always seclusive but a good steady worker and for 
three years worked as a chamber-maid in a large hotel. She married at 22 and was a 
good housekeeper. Psychotic picture: She accused her husband of sex relations with 
her own sister. She said her own family was trying to make her insane. She suspected 
that her food was poisoned so as to do away with herself and her children. For this 
reason she went to the police station for protection. She said she could hear voices tell 
her that she was no good. Her emotional reaction at first was quite adequate but later 
she would smile when talking about her difficulties. Physical condition; chronic amygda- 

litis. Discharged June 2, 1930. Good insight. 


CASE 35 


Hospital No. 21,093. Male. Age on first admission, 19. Catatonic. First admission, 
September 7, 1923. sudden onset. Said detectives were watching him. He became mute. 
Refused food. Negativistic. Discharged, much improved, July 22, 1924, after which 


ss 


he joined the U. 8. Army. Second admission (voluntary), August 20, 1929. For 
time he lived with a woman, then he became a vagabond. 


a 
He spent some time in jail. 
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At other times he worked in steel mills earning as much as $35 per week. During his 
second admission he said that his head felt funny, but he would not elaborate. Precipi- 
tating cause: Prior to his second admission he had contracted gonorrhea. Personality: 
In school was ambitious but had to work hard to make his marks. Worried much about 
it. He was stubborn and would quarrel with his superiors on his job. Seclusive. Had 
a very poor work record. Mental age 10 years. Emotional reaction: At times com- 
placent and at other times silly and childish. Physical condition: good. Discharged 
October 14, 1929. Limited insight. 


SUMMARY 

Of 35 dementia precox cases discharged ‘‘recovered’’ over a 
period of tour years, 17 were of the paranoid type, 10 catatonic, 
and 5 hebephrenic. Three began as paranoid and later developed 
catatonic reactions. The simple type (characterized by apathy 
and peculiar behavior without delusions or hallucinations) was 
conspicuous by its absence. 

Personality or Mental Make-Up. Eighteen presented no obvi- 
ous temperamental abnormalities prior to their psychoses, and in 
my opinion had adjusted to life at least as well as the average. 
Fourteen had never adjusted themselves efficiently ; their tempera- 
mental deviations could be included under one or more of the fol- 
lowing descriptive terms defined in the Statistical Guide: Seclu- 
sive, suspicious, egotistical, and depressive. In three cases the his- 
torical data was insufficient to judge the prepsychotie personality. 

Precipitating Causes. In 20 of the 35 cases it was definitely 
shown that the patient was subjected to some physical or mental 
stress prior to the development of the psychosis and there seemed 
to be a direct causal relationship. In this connection it is interest- 
ing to note ease Number 33 (Hospital No. 20,803). He was four 
times admitted to this hospital. The first time, at age of 21 in 
1921, the cause was given as death of mother. The second admis- 
sion was in 1923 and the statistical sheet is silent as to cause. The 
history records however that the second attack began several 
months after marriage when he learned of his wife’s pregnancy. 
One can only surmise as to whether or not the two circumstances 
are merely coincidental, as the recorded manifestations of his psy- 
chosis offer no clue. His third admission, in 1926, followed a 
period of considerably financial stress and uncertainty as to hold- 
ing his job. His fourth attack, in 1929, came on several weeks 
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after his firm transferred him from the Buffalo territory to an 
adjoining portion of Pennsylvania. This was done very much 
against his wishes. Circumstances were such that he could not 
move his family away from Buffalo. He tried to commute week 
ends, but this was during the winter months; the driving conditions 
were severe and to complicate matters, his automobile developed 
serious trouble and he could not afford to buy a new car. In 
another case (Number 32, 20,698) the woman had her first admis- 
sion in 1920 at the age of 19, immediately following an auto acei- 
dent in which she received minor injuries. Her second admission 
was in 1928. Some weeks prior, her mother fractured her wrist 
and at about the same time a young man in whom she had become 
seriously interested attempted an assault. 

Emotional Reaction. In 17 of the 35 there is no record of any 
discrepancies between thought content and emotional expression. 

Systematized Delusions. Twenty-one of the 35 gave expression 
to persecurtory or grandiose delusions which were recorded with 
sufficient regularity to justify their inclusion under this heading. 

Regression. Of course, in the strict sense of the term, every psy- 
chosis, in fact every neurosis, is a regression. I was, however, 
impressed with the fact that only in 7 of the 35 was there a severe 


regression. I refer to such manifestations as stupor, the refusal of 


all food, and intense scatologic interests. 

Physical Condition. Twenty-seven of the 35 had no gross phy- 
sical abnormalities. Three had positive blood Wassermanns with 
no other evidences of syphilitic involvement. One had an inguinal 
hernia; one chronic sinusitis; one psoriasis; two chronic tonsillitis. 

Present Status. Thanks to a very intensive piece of work on the 
part of our social service department within the past two weeks 
(May, 1931), we were able to ascertain that 26 of the 35 patients 
had continued to adjust themselves well in the community, and 
some of them had withstood considerable stress without any psy- 
chotie reactions. Four were readmitted to State hospitals, one is 
psychotic but for the time being is cared for at home by his par- 
ents, and four could not be traced. 

It is unwise to draw any general conclusions from so small a 
number of cases, but it appears to me that this review at least indi- 
cates certain leads which would seem worthwhile to follow up by 
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further study, in the hope that we may obtain more accurate prog- 
nostic criteria and also perhaps improve our psychiatrie technique, 
if only empirically, and bring about a higher recovery rate in our 
schizophrenics. 

A glance at the comparative table of recovered pracoxes shows 
that the dementia precox recovery rate of the various hospitals in 
the New York State System varies from 0 to 18 per cent. It 
is extremely difficult to explain these discrepancies on the basis of 
personal equation or types of admissions and I am quite certain 
it is not due to differences in psychiatric acumen or technique. On 
the theory that what Freud calls ‘‘the discontents of civilization’’ 
are predisposing causes of insanity, one would expect a smaller 
percentage of schizophrenics to readjust themselves in the metro- 
politan area than in the rural sections. One shudders to think 
however that the metropolitan area is 18 times more potent in 
producing precoxes than is, let us say, Orange County. (If it 
were really so, a goodly portion of the precox problem might be 
solved by the simple expedient of transplanting schizophrenically 
inclined individuals from the malignant metropolis to the benign 
up-State counties.) I think that as a matter of fact discharged 
precoxes from the metropolitan hospitals are adjusting themselves 
much better than the figures would indicate. The annual reports 
of the Department of Mental Hygiene show that those hospitals 
low on the dementia praecox recovery rate are also much lower 
than the average on their general recovery rate, but they are as 
high or higher than the average on the ‘‘much improved and 
improved’’ rate. In my apprenticeship years in State service the 
dictum was impressed upon me that a dementia precox cannot 
recover, and I am wondering whether the low recovery rates can- 
not in large measure be explained by a too rigid adherence to this 
same dogma. As a by-product of this study I would like to bring 
this point up for discussion. I think it is a very pertinent one. 
Our statistical department has rightfully gained an enviable world- 
wide reputation. It gathers its figures from all of the hospitals 
in the system. It becomes immediately obvious that if we are to 
rely upon our statistical data as true indicators of psychiatric con- 
ditions and trends, then identical definitions and identical yard- 
sticks must be used by each unit in the system. 
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RECOVERED DEMENTIA PR2ZCOX 
(35 Cases—4 Years) 
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COMPARATIVE TABLE OF RECOVERED DEMENTIA PRa&COX CASES 


























| | Discharged 
} Recovered 
Year All Improved 
| admissions | Per cent} and much 
| Number of all improved 
| admissions 
U. 8. Census (526 institutions) | 1923 | 19,927 | 1,280 6.4 6,696 
N. Y. State Hospitals, 41st 
Report | 1929 | 2,953 62 2.0 910 
State Hospitals: 
Brooklyn | 1929 | 249 “a - 69 
Harlem Valley | 1929 | 9 ~ a 12 
Central Islip 1929 838 1 0.1 253 
Manhattan 1929 | 384 2 0.5 100 
Binghamton 1929 | 96 1 1.0 63 
Hudson River 1929 | 194 4 2.0 62 
Rochester 1929 49 1 2.0 41 
Kings Park 1929 | 482 13 2.7 119 
Buffalo 1929 | 161 8 5.0 46 
Willard 1929 | 45 3 6.7 20 
Gowanda | 1929 | ss | 6 6.8 17 
St. Lawrence 1929 | 76 | 6 7.9 11 
Utica 929 | = 120 | 10 8.3 43 
Middletown 1929 39 | 7 18.0 26 
Creedmoor 1929 | 27 
Marcy | 1929 | | 1 

















A GLIMPSE INTO THE MODERN PROGRESSIVE PSYCHIATRIC STORE- 
HOUSE FOR THE BEST FUNCTIONING OF THE EDUCATOR* 


BY FREDERICK L. PATRY, M. D., 
NEUROPSYCHIATRIST, THE NEW YORK STATE EDUCATION DEPARTMENT 


In introducing the work of my special field to an alert, progres- 
sive body of teachers and school officials such as New York State 
may proudly boast, the writer feels that his readers could profit 
much by a quotation from his former chief, Professor Adolf Meyer, 
psychiatrist-in-chief, Henry Phipps Psychiatrie Clinic, Johns Hop- 
kins Hospital. In a recent address** to a conference on education 
held in Baltimore, Maryland, Dr. Meyer remarked: 

‘*Psychiatry has no dogma to offer. It builds upon willingness 
to learn from experience. It strives to develop a science of man 
under the sign of experience and creative experiment. It has to 
begin with those who come to the physician on their own initiative, 
or that of others, because they are in trouble. When we, the sup- 
posedly healthy, come to study ourselves, we begin with the dif- 
ferences and variations in behavior, in the intellectual and emo- 
tional tendencies and in the capacity to accumulate and to use 
experience, and furthermore, with the differences in the lasting 
traits, the temperament and character. We know character is a 
matter of growth (of nature and physique) and of experience; 
and this is the mutual wnderstanding on which we join hands with 
the educator on the policies of gudance.’’t 

When Mr. Clifford Beers, author of ‘*The Mind That Found 
Itself’? sought Dr. Meyer’s advice in 1907 with regard to proposed 
plans for betterment of the mentally ill and related interests, Dr. 
Meyer suggested that the name, Mental Hygiene, would best char- 
acterize this most important and much needed work. In its initial 
undertakings Dr. Meyer did more than anyone else to put it on a 
sound basis. 

What is Mental Hygiene in the best sense of the phrase? Its 
ramifications, responsibilities and opportunities are so complex, 

* An address to the teachers of the State. 


** “What can the Psychiatrist Contribute to Character Education.’’ Journal of the Religious 
Education Association, XXV, May, 1980, p. 414. 


+ Not italicized in the original, 
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dynamic and growth-and-time-bound that its true import and sig- 
nificance cannot be expressed in a cut and dried so-many words. 
Speaking at the National Conference of Social Workers in Denver 
in June, 1925, Adolf Meyer said: ‘*The problem of happiness and 
success is becoming recognized to a greater extent as a problem 
of hygiene or health, and not merely one of conformity to the 
technique of tradition and goodness alone. Hygiene is found to ° 
depend to an overwhelming extent upon the condition of the organ- 
ism, heredity and eugenics, the proper nutrition and growth, the 
habit training—and not only on the acquisition of knowledge and 
of some practical resources, but also on the emotional attitude, the 
development of one’s innate capacities, and a reasonable respect 
for the instinctive desires and tendencies. ”’ 

How may such a goal be reached? It is obviously not a simple 
or easy matter. It is a challenge not only for the finest in women- 
hood and manhood, but also a willingness to let facets of nature 
speak for themselves in their own terms and if need be to serap 
worn-out, stultifying and false conceptions of accepted habits of 
thinking and practice. It calls for a critical and trained common- 
sense perspective of life functionings and a willingness to be 
guided by those who have won the approval of the best judges in 
such matters. It confronts us with the responsibility of studying the 
whole pupil or teacher or any other person we wish to help. It 
drives home the fact that mind is an integrated part of the human 
organism, and not an entity or something set apart from body and 
governed by will power, self-control and ethical suasion. Our 
mental life is so intricately bound up with bodily functionings such 
as digestion, circulation, glandular activities, ete., that it is Impos- 
sible, nigh self-deceiving, to attempt a division of human activi- 
ties into what is mental and what is physical, or what is functional 
or what is organic. A person functions as a unt. We must obligate 
ourselves, therefore, to study the functioning of the individual as 
a whole, in a dynamic, genetic and social setting, investigating 
not only his physiology, neuro-anatomy and ability in studying the 
3 R’s but also his assets and liabilities, his ambitions, interests 
and strivings, his hopes, successes and satisfactions as well as his 
failures and shortcomings, his habits, emotions, anticipations and 
capacity for balance of these functionings and forces. 


>* 
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The child and teacher brings all of these into the classroom. 
All of them play an important role in the process of learning in 
determining his success and happiness as well as in problems of 
all types. If we are to give each child his due, the best opportuni- 
ties for the development of his nature and nurture, how can the 
school disclaim responsibility in such vital matters? The very 
fact that we have compulsory attendance laws and that the first 
great demand on our taxes go to the support of schools, shows how 
important the State considers education in the maintenance and 
advancement of its citizen body. The highest regard for the 
quality of the hwman value of its citizens is the main aim of edu- 
cation. This means that formal education must place most weight 
on this aspect of instruction rather than mere routine instruction 
of traditional academic subjects or the emphasizing of examina- 
tions or ‘‘regents’’ as objectives. These are merely means to ends, 
and very minor ones. The value of any school system is rapidly 
coming to be judged according to its success in promoting health- 
ful living, dependable habits, development of character, a healthy 
balance of psychological functionings and socially positive, con- 
structive, marketable but not ‘‘finished’’ products. 

We are beginning to enquire into the motivation of behavior 
rather than judging it. We are talking less about what a child 
must do to be normal, and more about what a child can do comfort- 
ably and well and with a feeling of satisfaction in work by winning 
social approval. One of the biggest contributions of psychology to 
education has been the startling facts revealing individual differ- 
ences and the consequent necessity of fitting the schools facilities 
for opportunities and obligations to the child’s needs rather than 
forcing each child into a standardized mould or examination objec- 
tives which presupposes that every child enters school with an 
ultimate possibility of going to college. 

Educational statistics* reveal the fact that 25 per cent of school 
children have not the capacity to go beyond the fifth grade; that 
45 per cent are intellectually able to go on through grade and high 
school, doing average work; and 30 per cent are able to go faster 
than ordinary grade work which is planned for them. 

* H. H. Goddard, Professor of Abnormal and Clinical Psychology of Ohio State University, pages 
163-164 in Chapter VIII (“Bridging the Gap Between Our Knowledge of Child Well-Being and 
Our Care of the Young’’) in the book, The Ohild: His Nature and His Needs, (published by the 


Children’s Foundation, 1924), prepared under the editorial supervision of Dr. M. V. O’Shea, Pro- 
fessor of Education, University of Wisconsin. 
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Space will not permit at this time to elaborate on the immense 
role of the emotional strivings in determining behavior, the great 


These statistics may appear too high when compared with those of other workers. For example, 
Dr. Thomas H. Haines on May 26, 1931, reported to the American Association for the Study of 
the Feebleminded the results of a survey of 52,514 school children. Out of this number, he found 
that 3.2 per cent were feebleminded and about 15 per cent suffered from some form of mental 
defect or disorder. 

Goddard’s figures concerning the percentage of children who will not go beyond the fourth or 
fifth grade may have been taken from the distribution of intelligence as shown by a normal curve 
of distribution or probability curve, or inferred with some personal modification of the curve of 
distribution of intelligence; or may have been quoting from some definite surveys, for example, the 
results of psychological examining in the army. 

In an address, given before the Southwestern Social Service Institute at Dallas, Texas, April, 
1930, Dr. Goddard has been quoted as making the following statements deduced from examination 
of the results of the army intelligence tests given to more than 1,500,000 men: Forty-five per cent 
of the people in the United States are morons. These people comprising nearly one-half of our 
entire population, are abnormally open to crime and disease and create our greatest social problem. 
One-half of the world is incompetent and it is the duty of the other half to take care of it. Out 
of the men given the army intelligence tests, only four and one-half per cent tested from 18 to 
19 years mentally, which is probably the highest limit in human intelligence. Half of the popula- 
tion of the country falls in the mental age group of 8 to 12 years. The problem is one of educa- 
tion and not segregation. These people should be trained in concrete things that they can under- 
stand. Goddard classified the feebleminded into idiots, imbeciles and morons. He ascribed heredity 
as the chief cause and said that he never has seen a case where alcohol or disease was entirely 
to blame. 

In a recent personal communication from Dr. Edgar A. Doll, Director of the Department of 
Research, The Training School of Vineland, New Jersey, the following information was obtained: 

As concerns the curve of distribution of intelligence, it has been customary for some time to 
apply certain conventions. In general, the distribution of intelligence follows the ordinary curve 
of distribution which is somewhat skewed towards inferiority. It is a rather common convention 
to regard the lowest 2 per cent of that curve as feebleminded and the highest 2 per cent as gifted, 


with the intermediate percentages distributed in such descriptive terms as, backward, about 8 per 
cent; dull normal, about 15 per cent; average normal, about 50 per cent; bright normal, about 15 
per cent; and advanced, about 8 per cent. 

Other authorities, however use other conventions, some of them being guided by actual distribu- 


tion of intelligence in specific surveys supported by diagnostic evidence. Some authorities, for 
example, consider the middle-most two-thirds instead of the middle-most half of average intelligence. 

It is estimated that in order to pass the fifth grade there is approximately required an intelligence 
of 11 to 12 years. According to some figures, 25 per cent do not exceed this limit. 

The intelligence required to complete the various elementary and secondary grades is expressible 
in mental age terms rather than I. Q. terms. Where the age of admission to school is 6 years, 
the normal child of average intelligence usually completes the first grade at 7 years. Various studies 
have showed that the average child requires about 1.2 years to complete each grade. That is, the 
average child fails one grade in five. According to mental age, approximately one mental year is 
required for completing each grade in the elementary schools. We have, therefore, a mental age 
of 7 for completing the first grade, 8 for the second, 9 for the third, 10 for the fourth, 11 for the 
fifth, 12 for the sixth, 13 for the seventh, 14 for the eighth grade. 

Thus, on entering high school the average age is 14 years. Approximately at least one additional 
mental year is required for progressing from freshman to sophomore high school, and perhaps 
another mental year for the remaining three grades. This would mean that the mental age require- 
ment for completing high school would not be less than 16 years. 

Applying much the same reasoning to college, it is felt that a mental age of 18 is ordinarily 
required for successfully completing a college course. 
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importance of proper habit training from earliest life, the tre- 
mendous responsibility of parents and teachers in their examples, 
personality and emotional attitudes in daily living and the innu- 
merable subtle so-called mechanisms and factors at play in the 
maladjusted as well as in the apparently ‘‘normal’’ person. 

How may these tremendously important responsibilities, obliga- 
tions and opportunities be best met? This would indeed be a long 
story. It is my desire to enlarge on these matters from time to 
time, but not to proceed faster than my audience can or is willing 
to move. In order to create a favorable atmosphere for future 
work and study and to form a basis of common understanding of 
fundamental facts of critical experience, the writer wishes to call 
the attention of his readers to a large body of literature which may 
be had free of charge to as many individuals who care to write 
for single comes. For the most part these publications are quite 
dependable and contribute worthwhile reading matter which 
should be in the hands of every teacher, school official and most 
parents. In subsequent articles the writer hopes to prepare for 
your information and guidance more extensive and particularized 
references with regard to mental health, especially that which 
directly or indirectly involves the teacher, pupil and the home. 

It is hoped that every reader of this article will not only write 
to the following addresses for the suggested literature, but also 
urge others to do so. You will be surprised how refreshing, inspir- 
ing and stimulating such reading will become provided it is put 
into practice each minute of every day. The writer has no inten- 
tion to increase the burdens of an already over-worked, harrassed, 
long-suffering, patient, faithful but much underpaid public servant. 
It is offered with the confident hope that it will open up a new 
vista of opportunities for constructive work in a much needed and 
heretofore largely neglected field; that it will many times repay 
the reader by inculeating a richer living and interest in her duties; 
that the teacher may taste the intensely human interest of these 
problems and thus gain a satisfaction which is a part compensa- 
tion for her efforts and struggles. To tackle the obligations that 
mental health in the school implies might well tempt the very ablest 
men and women to enter the teaching profession. 
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Free single copies of the following leaflets and reprints may be 
had by writing to the following addresses: 


I. New York State Department of Mental Hygiene, Albany, N. Y. 

A. Mental Hygiene News, a monthly publication that should be in the hands of 
every school teacher and officer. It keeps one in contact with the progress in 
mental health, related topics, current events, publications, ete. Subscription 
is free. 

B. Leaflets published occasionally. The following are at present available: 

1. Your Emotions. 
2. Behavior Patterns. 
3. Accepting Life. 
4. Our Children. 
5. Sacrifice of the Children. 
6. Do Children Inherit Bad Conduct? 
7. Facing Difficulties. 
8. Face the Future. 
9. The Age Misnamed Dangerous 
10. Security and Mental Health 
11. Mental Depression. 
12. Mental Disease Not a Disgrace. 
13. Our Social Inheritance. 
14. Pull Yourself Together. 
15. The Feeling of Inferiority. 
16. The Causes of Mentai Disease. 
17. The Nervous Child. 
Facts Relative to the New York State Department of Mental Hygiene. 
II. United States Department of Labor (Children’s Bureau), Washington, D. C. 
A. Child Management, Publication No. 143 
B. Are You Training Your Child to Be Happy? Lesson material on child man- 
agement, Publication No. 202. 

C. Habit Clinics for the Child of the Pre-School Age, Publication No. 135. 

Ill. New York State Committee on Mental Hygiene, State Charities Aid Association, 
105 E. 22nd Street, New York City. 


A. The Place of Mental Hygiene in the Public Schools. 
B. Mental Hygiene and Social Progress. 


C. Keep Your Mind Well. 

D. Feeblemindedness. 

EK. First Aid for the Mentally Sick. 

F. Mental Health Primer. 

+. Mental Hygiene of Normal Childhood. 

H. Points on Child Behavior. 

I. Program for County Mental Hygiene Committees. 
J. State Institutions: How to Use Them Wisely. 


Ce 
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IV. 


National Committee for Mental Hygiene, Inc., 450 Seventh Avenue, New York City, 

A. About ‘‘Insanity.’’ What some people used to think vs. what science teaches 
today. 

B. The Purposes and Activities of the National Committee for Mental Hygiene. 

C. About Feeblemindedness. What some people still believe vs. what science 
teaches today. 

D. Suggestions for Reading in Mental Hygiene aud Allied Subjects. 

American Child Health Association, 370 Seventh Avenue, New York City. 

A. What Constitutes Mental Health in Childhood. 

B. Protecting the Mind of Childhood. (Five cents.) 
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TRAINING CHILDREN IN EMOTIONAL CONTROL AND EXPENDITURE 
OF ENERGY* 


BY RUDOLPH 8. FRIED, 
PRINCIPAL, THE FLORENCE NIGHTINGALE SCHOOL, KATONAH, N. Y. 


In the last few years educators have changed their attitude 
toward children’s behavior. But there is still quit a bit to learn 
in regard to educational procedure. We teach them how to read 
and count. We tell the children where Texas is, and explain the 
heroic deeds of George Washington. To stimulate their interest, 
we emphasize the examples of poor boys who have risen to great- 
ness. Our hopes are that the children will use what they are 
taught and follow the good examples. 

Such procedure is useful when we deal with children who are 
inclined by tendency or environment to follow it. But how do 
children, who have no desire or inclination to heed such examples, 
make use of the information which we impart? Certain children 
are destined to be successful, and education deserves no credit 
for their achievements, except for having supplied the educational 
tools. The young men and women who are failures in life are 
partly justified in many instances in blaming our educational pro- 
cedure for their failure. Proper training should bring about a 
better use of the child’s faculties and facilitate success in life 
despite poor environment and adverse tendencies. In order to bet- 
ter illustrate my point it is necessary to outline the technique: 

The primary object of our training is the development of pur- 
poseful behavior. But to be purposeful the child must be calm. 
So we begin by teaching calmness first under favorable and later 
under unfavorable conditions. 

This is our procedure: We sit in front of a child, close our eyes 
for a short time and suggest that he, too, try it. Suggestion plays 
its part and he does. We repeat this procedure as often during 
the day as we think advisable, without boring or irritating him. 
At first, we are quite profuse in our praise of his self-mastery, but 
later on we expect him to close his eyes because he is capable of 
accepting our direction or of directing himself at any time. 


* Read before the 55th Annual Session, American Association for the Study of the Feebleminded 
in New York, May, 1931. 
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The closing of the eyes excludes the throng of impressions that 
crowd upon the child’s consciousness, and rest his nerves. It is 
surprising to note how few children that come under our observa- 
tion can close their eyes calmly. The eyelids quiver. The eyeballs 
roll under the closed lids and, in most cases, their early attempts 
to close their eyes result in a grimace. Such children, incidentally, 
find it difficult to fall asleep. They will cover their heads with a 
blanket to assure darkness and probably depend upon the exhaus- 
tion of oxygen under the covering to induce a stupor which appears 
to be sleep. The lesson of closing the eyes is not completed until 
the child has been taught to relax with his arms, his legs, and his 
whole body. You can observe such relaxation in the calm sinking 
of the upper eyelids to a position of visual repose. 

The closing of the eyes also creates a desire for new impressions 
and develops a receptiveness for new thought. Because of this, 
we follow this procedure before attempting any new lesson. Our 
children respond to an invitation to close their eyes, even though 
checked in the midst of an exciting game, or while such distrac- 
tions as music or the talking of people furnish interest to their 
senses. 

If a child begins to drop objects or, in walking, steps on things 
he should avoid, we suggest that he close his eyes and rest. This 
checks his nervous exhaustion, which is the cause of his loss of 
control. The same is true if he talks too quickly, or at great 
length, or if he changes his interest in one object to another in 
aimless fashion. It has been our experience that the mere closing 
of the eyes before eating helps to correct the tendency to eat too 
fast. The resulting calmness improves mastication and digestion 
and brings to the child more benefit from the food. 

The success of a child in life depends among other things upon 
his nervous energy. So why let him waste it with needless shout- 
ing, aimless running and excitement during games, even though 
he might appear to be having a ‘‘good time’’? As such behavior 
robs a child of achievement in later life, we can hardly consider 
it a ‘‘good time.’’  Well-poised children do not, as a rule, require 
much excitement.’ They will prefer some quiet and purposeful 
vecupation such as building or reading, while the nervously 
untrained child cannot check the desire for additional nerv- 
ous irritation. 
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Let us assume that there is a group of young boys around a 
radio. ‘Their self-control is a very recent acquisition. Two of 
them are engaged in a heated discussion. Jack, who is older and 
stronger, is at the radio dial, while Tommy is fighting and shout- 
ing for an opportunity to take Jack’s place. You enter the room. 
Without any suggestion of reproof, you ask Jack to stop the music 
and invite the children to sit down, to lean back in their chairs and 
to close their eyes. When the children open their eyes again, they 
will be calm and quiet and there will be no desire for a fight. 

When the child has mastered the fundamentals of calmness and 
relaxation, we begin our lessons of purposeful behavior. The 
child’s aversion to certain things, or his weaknesses, are often 
used as the bases for our instruction. For example, every child 
has a dislike for some kind of food. Even when this dislike is not 
a whim, but due to some peculiar chemistry of the body, it can be 
used to advantage. In our experience, it is spinach which chil- 
dren like least of all. So let us use spinach as the example of how 
a child’s purposeful behavior can be developed. 

In the beginning, the child must be told the purposes of differ- 
ent foods, placing a little emphasis on spinach. Care should be 
taken to do it on a day when there is no spinach in the house as 
children are quick to sense propaganda. You say to the boy: 
‘*Frankly, I do not like spinach myself, but 1 do want to be my 
own boss, so I just order myself to eat it to show that I can be 
my own boss. Can you boss yourself like that to do something that 
you don’t like to do?’’ Generally, the child will assure you that 
he, too, can do it. If he is given time to fix the thought in his mind, 
he will eat the spinach. It should be remembered, however, that 
this lesson has nothing to do with whatever value might be in the 
food. 

Dislike for a person can be treated in the same way as a dislike 
for food. Hatred toward someone is far more destructive than 
dislike of some inanimate object. Hate and temper are particu- 
larly harmful processes, and use up a great deal of nervous energy. 
If we would explain to a child how hatred wastes energy, and how 
he could utilize that same energy for something more useful, we 
would start him on his road toward success. Precept alone is not 
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enough to eliminate hatred, otherwise there would not be so much 
hatred left in the world, after the preaching of love for so many 
centuries. 

Next to hatred, fear is most destructive of nervous energy. 
Here again it is not sufficient to tell a child that he should not be 
afraid. We should train him, by self-direction, to accomplish the 
task that his very fear checks him from doing. If he is afraid of 
a dog or a toad, speak to him about being boss of himself and sug- 
gest that he direct himself to touch the object. It is important 
that he be calm and in no ease should he be forced to overcome 
his fear. Yet the elimination of fear, as desirable as it is, is again 
not the lesson. The lesson consists solely of inculeating within the 
child a desire for self-direction. To be able to accomplish things 
against one’s inclination and desire is an excellent preparation for 
life. Very few people are so fortunate as to make a career out 
of their hobbies, but even then, they may often have to do things 
that are not entirely to their liking. The man whose principal 
pleasure is to plant roses, or tinker with tools, is likely to find that 
his success in life depends upon the understanding of the intra- 
eacies of law. Tf he could direct himself to apply his faculties to 
the task before him, he might have a good chance of becoming a 
competent lawyer. The hopes of many parents are not realized 
in spite of the fact that their children have gone through school 
and acquired a great deal of information. (The children were not 
taught to direct themselves to use it. There are many people who 
are veritable mines of information, yet they are useful to nobody 
—not even to themselves. 

Here is another lesson in self-mastery. Let us assume that a 
child is afraid to appear before an audience or to act upon the 
stage. There should be developed in him a desire to be his own 
master and to make himself perform, again not because appearing 
hefore an audience is a useful, social asset, necessarily—that is a 
co-incidental advantage—but because it serves as another lesson 
in self-direction. Demosthenes, whose imperfect speech threatened 
his ambition as an orator, had the right viewpoint. Realizing his 
handicap, he increased it by placing a pebble in his mouth and 
speaking at the shore, where the tides were rolling in with a roar. 
His self-direction was his asset. He had it, but others have to he 
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trained to it. By the same token, Demosthenes could probably 
have directed himself to walk a tight-rope. 

In discussing this aspect, I have in mind a boy who could not 
stand upon a block the size of a chair without holding on for sup- 
port. We succeeded, after many attempts, in developing within 
him a desire to climb a rope ladder. If one is timid about falling, 
there is nothing more disconcerting than to climb a rope ladder. 
Last summer this same boy volunteered to paint a dormer window. 
To do it, he had to stand on top of a ladder with a can in one hand 
and the brush in the other. This boy has learned to direct himself. 
By this experience, he can now train himself in almost any activity. 

But self-direction is not possible without nervous energy. The 
habit of crying in order to win attention, or even as a reaction to 
pain, is a waste of energy, and serves no useful purpose. If a 
child cries, parents or teachers ought to feel as distressed as they 
do about measles or mumps. Crying does more harm than both. 
It does not lessen discomfort or pain. Yet it is said: ‘‘One feels 
better after having a good ery.’’ As a matter of fact, one does 
not feel better, one feels less as a result of the nervous exhaustion. 
Even though a child had reason for tears, but would not shed them 
because of self-direction, he would save his nervous energy and 
would develop strength of purpose which is merely another name 
for self-direction. Incidentally, by checking his erying, he saves 
the energy which will help him to recover more quickly. 

As an example, one of our boys who was always ready to shed 
tears on the slightest provocation, fell from a horse while exhibit- 
ing his ability to his parents. He quickly recovered himself and 
had the nurse attend to the bruises, which were rather severe. He 
explained to his parents that he had fallen off the horse because he 
lost his stirrups. Was not this purposeful behavior more valuable 
as an accomplishment than a half dozen lessons in arithmetic? But 
by the same self-direction, he has applied himself to the study of 
arithmetic. He is now doing sixth grade work, though three years 
ago he had failed in the second grade. 

Parents and teachers are often distressed when they discover 
that a child has a tendency to surreptitiously take candy or money. 
That problem can easily be solved through self-direction. Place 
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a coin or piece of candy before him at the table and ask him to 
resist a desire to take it. Tell him that you are leaving the room 
and that he should direct himself to resist his temptation even 
while alone and unwatched. Later, he can be left alone with a 
whole box of candy in his bedroom overnight, and the chances are 
that he will not touch a single piece. In the same way, a child who 
finds it necessary to spend his last penny can be taught to hold on 
to it. This teaching has a marked influence on the problem of self- 
ishness and a lack of consideration for others. 

The training of self-direction does not appear as necessary in 
every instance. I remember a boy who was so scrupulously neat 
that he would not pick up a stone for fear of getting his hands 
dirty. If at night he noticed that his slippers had been pushed 
out of place, he would get out of bed and set them straight. Train- 
ing in self-direction would result in his picking up the dirtiest 
stone and conserve the nervous energy that is expended in worry- 
ing about the slippers. To be neat by self-direction is one thing; 
but to be a slave to an irresistible desire, even though it be as 
worthwhile a habit as neatness, is quite another. 

The ability to make an effort is probably one of the greatest 
assets a child can have, but so far we do not teach the making of 
an effort. 

Suppose you have instilled in a boy, after talking to him on sue- 
cessive days, the desire to dig a trench for a distance of four feet. 
You have told him that he should not start the work unless he is 
sure he ean dig the entire distanee. Three feet will not do. He 
starts digging but, before he is half through, he discovers that he 
is tired, but as a result of the training in self-direction, he will 
continue until the task is completed. The more difficult the job, 
the greater the practice of self-direction. 

To change the effort from the physical field to the abstract is 
merely a question of transference. 

Because children are not taught to direct themselves, they go 
to bed late, are late in rising, find it necessary to hurry with dress- 
ing and breakfast, and then run to school. What a waste of nerv- 
ous energy and what a poor start for a day’s work! 

Children who are trained to relax by self-direction will not be 
troubled with a shock to the nervous system from some unexpected 
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noise. We laugh at the country boy who responds to new impres- 
sions of unusual sights on his first visit to a large city. If we are 
not looking because we are surfeited with all kinds of sights, we 
do not deserve credit for not craning our necks. But if we resisty 
the impulse to look because we feel the need of self-control, we are 
practicing a most valuable virtue. Children should be trained, as 
part of their daily routine, to resist, for example, the temptation 
to turn around when the teacher taps behind them with a pencil. 
They should be given lessons in not raising their heads when a 
person enters a classroom, and in continuing their work while the 
teacher speaks to one of the pupils. The same line of training will 
enable them to pay more attention when the lesson is directed to 
them, and the result will be a class of purposeful children who can 
direct themselves to all tasks. 

A child who can direct himself is bound to be a_useful person. 
He looks after the work assigned him. He will feed chickens, or 
empty a waste basket, regardless of whether he likes the job or 
not. If he agreed to do it, he will direct himself toward its per- 
formance. He will even keep away from certain groups of boys 
and will fight only when circumstances demand it. If he is not a 
leader, he will be an efficient follower. 

In closing, I would like to say something about social behavior. 
Some children are endowed with the social instinet, while others 
go through life often handicapped because of the lack of it. By 
the method of self-direction that, too, can be modified or corrected. 
That does not mean we are to train every child to be a social lion, 
but would aequaint him with social practices. The retiring or 
bashful child could direct himself to praetice social virtues and in 
later life he could decide whether or not to enter ‘into social con- 
tacts. Many young men and women desiring social affiliations are 
handicapped by not khowing how to apply themselves to obtain the 
object of their interest. 

To accept direction by others and later to direct oneself: ought 
to be the basis of all our training. And there can be no objection 
to that. Self-direction-does not preclude spontaneity or individ- 
uality. \\It simply means the development of purpose in everything 
we do. With such a training, every child could direct himself to 
perform up to the limit of his faculties, 








A PHASE OF UNSUCCESSFUL PAROLE FROM STATE SCHOOLS 


BY EUGENE W. MARTZ, M. D., 
CLINICAL DIRECTOR, LETCHWORTH VILLAGE, THIELLS, N. Y. 


The parole of the mentally deficient from State schools follow- 
ing a period of training has become a general practice throughout 
the country. Such release of selected cases from the immediate 
eustody of the institution is receiving especial emphasis in the 
more progressive states where more or less elaborate programs 
are formulated to this end. 

There is still considerable controversy centering around the 
general field of parole. These differences of opinion, although 
undoubtedly important to the future of the work, are of no prac- 
tical interest to us in this paper and have no direct bearing on the 
problem at hand. We shall deal here only with those boys and 
girls who are placed in homes other than their own, whose services 
are secured by people who are not immediate relatives. These 
children must successfully complete a certain minimum of training 
before they become eligible for placement (generally beyond the 
age of 18) and in so doing have evidenced a reasonable degree of 
earnestness and industry. 

In truth, these young people have learned a trade and are gener- 
ally eager to demonstrate their ability in a remunerative situation. 
As in every other walk of life there will be some who will fail but 
it is the duty of those in charge of these workers to guard them 
against this misfortune in so far as that is humanly possible. 
Quite frequently this failure is due to the individual’s own indis- 
eretions, misbehavior, inferior personality make-up or social 
handicaps. In these cases the blame for failure can usually be 
placed upon the individuals themselves and might be classified 
under the following captions: runaway, sexually delinquent, inher- 
ently unadjustable, emotionally unstable, habitually indolent, ete. 

There is, however, a small number whose failure on parole does 
not result from any of these causes but is due almost wholly to 
some faulty situation in the parole home itself. In other words, 
these persons although handicapped perhaps both mentally and 
socially could, nevertheless, make a satisfactory adjustment in 
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the community under parole supervision were it not for some 
untoward circumstance, in the immediate environment, beyond 
their control. It is no more than just that we familiarize ourselves 
with some of these undesirable conditions existent in the foster- 
home or other place of employ which are found to militate against 
a successful adjustment on the part of the paroled girl or boy. 
This can be accomplished most vividly by citing specific cases to 
illustrate some of the unfortunate situations which necessitate the 
removal of parole patients. Some of these cases are quoted from 
our own files, others are reported from organizations engaged in 
similar work. 

Emotion: Certain patients derive a considerable amount of 
satisfaction (emotional release) in an otherwise constant existence 
through the agency of religious worship. An absence of religious 
tolerance in the home may so upset the behavior of a paroled child 
as to make adjustment highly improbable. A rather extreme case 
of this nature depicts the almost perfect adjustment made by a 
girl paroled to a convent. Here the spiritual atmosphere and 
reverence were quite adequate for her emotional needs. When, 
for an unavoidable reason, this same girl was transferred to a 
refined home where no religious tenets were observed the situation 
became so acute that her eventual removal was necessary. Sudden 
changes in the emotional life of other cases, similar in nature to 
this one, could easily account for an incompatible situation. 

Recreation: Recreation of an adequate type and at regular 
intervals is indispensable to all healthy young people. In the 
cities they are sometimes liable to take an overdose of this tonic 
but in rural communities the reverse situation must be guarded 
against. A well-trained boy was paroled to an elderly couple on 
an up-State farm to help with the chores. The man and wife now 
found it convenient each Saturday to leave the place in charge of 
the boy while they spent the day in town. On the other hand the 
boy, who had previously lived in a city, was compelled to remain 
at home week after week until he finally took things into his own 
hands and ran away, thus, in a somewhat questionable way, set- 
tling his own recreation problem. 

Supervision: Competent supervision of the paroles in their 
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work is quite essential. It is surprising how quickly the majority 
ean evaluate the conditions surrounding them and judge as 
to the extent to which various liberties may be taken. <A 
woman who is an efficient housekeeper (and mother) should have 
no trouble teaching the average parole girl regarding the house- 
hold routine. However, the woman who has never interested her- 
self in the duties of a home, who places the bulk of the responsi- 
bility on the shoulders of her help before they are ready for it 
should not complain too strongly if such an ill-advised attitude 
results in domestic friction. A proper supervision of her various 
duties is certain to be rewarded by an effort on the part of the 
parole girl to please her employer. 

Confusion in supervision as illustrated in the following case 
is fully as unsatisfactory as none at all. This boy was placed 
on a farm where both the man and wife gave orders. If the latter 
asked him to beat some rugs, the husband was sure to contradict 
this with the statement that the garden needed hoeing, or there 
was some plowing or cultivating to do. As a result the boy usu- 
ally did what he chose, when he chose. As can be imagined, this 
condition soon reached a climax in which the boy lost his job 
through no direct fault of his own. He is at present happily 
located on another farm only a short distance from the first. 

Mental Instability: Occasionally psychotic or neurotic individ- 
uals are able to create unfortunate situations which are more or 
less embarrassing for others. That is one of the reasons why a 
parole agent should be properly grounded in psychiatric social 
work. Such an agent can often recognize the latent or early signs 
of some mental disturbance and act promptly. Recently there was 
brought to our attention the case of a woman who complained to 
the parole agent at each visit that the girl who had been placed 
with her was ‘‘unbalanced’’ and could not be trusted about the 
house. It was even suggested that the girl was attempting to 
poison the family. A complete disclosure of the facts revealed 
that the woman herself was developing a definite psychosis—had 
already made at least one attempt to poison members of the house- 
hold, including herself. However, by the time all of these facts 
could be ascertained the situation had become so unbearable that 
the girl’s removal was imperative. 
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The following is an interesting reaction on the part of a boy 
toward, what he believed to be, an undesirable home. He learned 
from another boy who had recently been returned by this family as 
unsatisfactory that ‘‘the place was always in an uproar.’’ Not only 
did the various members harangue each other but they also nagged 
the parole boy; the things he did never suited or he did them 
improperly. In addition he was seldom given time for free play 
or recreation, and his spending money was withheld from him. 

Being thus prejudiced at the start this second boy quickly for- 
mulated a plan of action. When the parole agent returned in a 
short time to see how things were progressing the family actually 
was in an uproar. They charged that the boy did not know the 
first principles about work, that he could not accomplish the sim- 
plest tasks successfully. Knowing this boy to be an earnest, dili- 
gent worker the agent investigated farther and found that he was 
simply pretending extreme ignorance so that he would be returned 
to the colony. Although most desirous of going out on parole, 
this boy nevertheless felt that it would be impossible to succeed 
under such circumstances. So rather than spend time in what he 
considered an unsatisfactory location he arranged to be returned 
as soon as possible in the hope of being luckier the next time. 

Misunderstanding: This is not the precise term to use here and 
yet it serves well to indicate a state of affairs which will often 
eventuate in failure. Perhaps it would be more accurate to call 
it a lack of understanding. Each individual in conducting his 
work establishes various traits or habits peculiar to himself; so 
it is with the man at his job or the woman in her home. Although 
the boys and girls are carefully prepared in the field of work 
which they are to follow after leaving the training school, it is 
impossible to familiarize them with each specific duty or with the 
individualities or idiosyneracies of potential employers. It appears 
logical then that these workers should be taken through a brief 
second period of training as soon as they are placed so as to 
acquaint them with the details of their new positions. If such a 
program is not followed trouble may arise as it did in the follow- 
ing instance. 

A mother, who had been tied down by the care of a small child 
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arrived at the point where she thought she would ‘‘just die if she 
doesn’t get out.’’ In the course of time she secured the services 
of a well-trained parole girl to whom she promptly turned over 
the many duties of the home and forthwith proceeded to absent 
herself as much as possible. As usual, the girl tried hard to pro- 
duce a favorable impression on her new employer but her efforts 
were rewarded not by words of approval or commendation but by 
reproof for her manner of doing things. The eggs were not fried 
hard enough, too much soap was used in the kitchen, the linoleum 
was not to be waxed but simply mopped, the baby should have 
been awakened for his bottle, and so on. No wonder there was 
misunderstanding here. How much better it would have been at 
the start to familiarize this girl with the customary procedure in 
this home and teach her the few new duties which probably were 
not ineluded in her original course of training. 

It should be remembered that the histories presented above are 
quite unusual, seldom do any such situations arise to complicate 
the parole work. When on occasion trouble does arise it is prob- 
ably the fault of the boy or girl who, even under favorable cir- 
cumstances, may find the environment too exacting for his or her 
meager endowments. If the general public becomes familiar with 
this whole project it will then be in a position to render a greater 
degree of cooperation in dealing with these people. Ordinarily 
when these young folks have finished their training and are placed 
on parole, they are equipped to successfully fulfill the requirements 


of their respective positions, presenting no real problems to their 
employers. 
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A STATISTICAL STUDY OF THE PREVALENCE AND TYPES OF MENTAL 
DISEASE AMONG CHILDREN AND ADOLESCENTS* 


BY BENJAMIN MALZBERG, 
ASSISTANT DIRECTOR, STATISTICAL BUREAU, NEW YORK STATE DEPARTMENT 
OF MENTAL HYGIENE 


In an article on the Expectation of Mental Disease, which 
appeared in THe PsycHiarrc QuarTERLY for October, 1928, rates of 
mental disease were given for each year from the beginning to the 
end of the life span. These rates, or more properly, probabilities, 
showed the number becoming mentally ill during each yearly age 
interval among 100,000 alive and sane at the beginning of the 
interval. The expression ‘‘mentally ill’’ meant admission to an 
institution (public or private) for the treatment of the insane in 
the State of New York. These rates were carefully worked out on 
the basis of the average first admissions in the State of New York 
during the three years 1919-1921, and the corresponding population 
as determined from the United States census of 1920. The study 
showed that prior to the 13th year, there were practically no cases 
of mental disease. The rates from the 13th to the 19th year are 
shown in the following table. 


TABLE 1. RATES OF MENTAL DISEASE PER 100,000 POPULATION OF SAME AGE, 
STATE OF NEW YORK, 1920 


Age interval 
(year) Male Female 
13—14 5.6 15.2 
14—15 19.3 19.6 
15—16 34.8 24.4 
16—17 47.3 28.7 
17—18 58.7 34.1 
18—19 66.5 39.6 
19—20 74.2 44.1 


Among males there is a minimum rate of 5.6 per 100,000 in the 
13th year. The rate increased to 19.3 in the next year, and con- 
tinued to grow with great rapidity until a rate of 74.2 was reached 
in the 19th year. Among females, there was a rate of 15.2 per 
100,000 in the 13th year. This is much larger than the correspond- 
ing rate for males. The rates for individual years prior to the 15th 
year, however, are not entirely reliable as there were too few first 


* Prepared for and published with the permission of the Committee on Physically and Mentally 
Handicapped of the White House Conference on Child Health and Protection. 
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admissions from which to compute accurate results. From the 
15th year on, however, the rates are reliable, and we note that the 
males exceed the females in each age interval. The rates for 
females likewise increased regularly to a maximum of 44.1 in the 
19th year. 

These rates, however, are very low when compared with the 
rates at older ages. It is shown in the above article that the rate 
rises gradually among males until the 40th year, following which 
there is a slight decline during the involutional period. From the 
50th year on, the rates increase at an accelerated speed, to a maxi- 
mum in extreme old age. In general the curve for females follows 
that for the males, with two important exceptions. The females 
have a higher rate from the 45th to the 55th year, and they again 
exceed the males after the 75th year. 

We may therefore conclude that mental disease measured in 
terms of hospital first admissions is comparatively infrequent at 
ages under 20, and practically non-existent below the 10th year. 
On the contrary mental disease becomes increasingly more preva- 
lent among older adults. 

Nevertheless, though relatively unimportant when contrasted 
with the total group, there may yet be a problem of mental disease 
among children and adolescents. Are the rates from the 10th 
through the 19th year stationary, or is there a definite trend, indi- 
cating an increase or a decrease? 

This problem may be studied for the country as a whole, by 
utilizing the data on patients with mental disease in institutions, 
published by the United States Bureau of the Census. The cen- 
suses of such patients taken in 1910 and 1923 give the age distri- 
butions of both the resident patients and the admissions. These 
are given in a detailed manner for each state and the District of 
Columbia. In the following analysis, however, rates for the Dis- 
trict of Columbia will not be considered, as a special problem is 
presented by the presence of St. Elizabeth’s Hospital, which 
receives many non-residents as patients. The number of patients 
in the age groups 10-14 and 15-19 years are shown in Table 2 
together with the corresponding rates per 100,000 population of 
the same age. The census of 1904 is utilized in connection 
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with admissions, but must unfortunately be omitted from the dis- 
cussion of resident patients. In that year the age of the resident 
patients was not taken as of January 1, 1904, but as of the date 
of admission, which is obviously quite different and vitiates com- 
parison with the data on resident patients shown in the succeeding 
censuses. We are therefore obliged to make the comparison of 
resident patients between the dates of January 1, 1910 and Janu- 
ary 1, 1923. This is not the most desirable type of comparison, as 
differences shown on two specific dates are not always easy to 
interpret. One has in mind the concept of a trend between the two 
dates, and for this purpose, data for intervening years are highly 
desirable. In the present instance, however, though we have but 
two series of observations, the increase between the two dates will 
be shown to occur with such regularity in almost all the units of 
the analysis, that the reality of the growth can searcely be doubted. 

In Table 2 the data for resident patients are shown for the 
country as a whole, for the divisions into which the several states 
are combined by the Bureau of the Census and for the individual 
states. In the country as a whole there were 187,791 patients in 
institutions for the insane on January 1, 1910. In the age group 
10 to 19, there were 2,653 patients of whom 341 were aged 10 to 14 
years and 2,312 were aged 15 to 19. On January 1, 1923 there was 
a total resident population of 267,617, an increase of 42.5 per cent. 
The patients in the age group 10 to 19 grew from 2,653 to 4,144, 
an increase of 56.2 per cent. In the age group 10 to 14 the increase 
from 341 to 634 amounted to 85.9 per cent, and in the group aged 
15 to 19, the patient population increased from 2,312 to 3,510, or 
01.8 per cent. The largest total in the age group 10 to 19 on Jan- 
nary 1, 1910 was 587 which oceurred in the Middle Atlantie Divi- 
sion; the minimum of 63 occurred in the Mountain Division. These 
were also the maximum and minimum divisions on January 1, 
1923, with totals of 850 and 96 respectively. Some of the increases 
were noteworthy. Thus the number of patients aged 10 to 19 
years grew from 338 to 566 in the East North Central Division, 
from 573 to 810 in the South Atlantic Division, and from 233 to 
470 in the West North Central Division. 

The growth in the age group 10 to 19 may be observed in the 
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individual states, though we naturally cannot expect the same 
degree of regularity as in the larger units, where individual flue- 
tuations balance each other. Every state except the following 
showed increases: Massachusetts, New Jersey, Kansas and Idaho. 

In the age group 10 to 14, most of the states again showed in- 
creases, Massachusetts, New Jersey and Pennsylvania being among 
the few exceptions. The population in the age group 15 to 19, 
as already noted, increased by 51.8 per cent, which is less than 
that in the younger age group, but larger than that for the entire 
resident population. Some of the larger increases occurred in 
New York, Pennsylvania, Ohio and Illinois, but Massachusetts and 
New Jersey showed substantial decreases. 

We must consider next, the ratio of the resident patients to the 
general population. These rates (per 100,000 population) are also 
shown in Table 2. 

The rate of resident patients in the United States grew from 
204.2 on January 1, 1910 to 245.0 on January 1, 1923, an increase 
of 20.0 per cent. Every division showed increased rates from one 
enumeration to the other. In the age group, 10 to 19, the rate 
increased from 14.6 to 20.6, an increase of 41.1 per cent. In the 
group aged 10 to 14 the resident rate increased from 3.7 to 6.0, 
an increase of 62.2 per cent, and at 15 to 19 years of age, the rate 
increased from 25.5 to 37.2, an increase of 45.9 per cent. 

The maximum resident rate on January 1, 1910, in the age group 
10 to 19 was 26.9, which occurred in the New England Division. 
The minimum rate of 9.7 occurred in the East North Central Divi- 
sion. Other divisions above the average of 14.6 for the country 
were the Middle Atlantic and South Atlantic. The remaining divi- 
sions were below the average. On January 1, 1923, the New Eng- 
land Division again had the maximum rate, 29.2, and East North 
Central again had the minimum, 15.1. Every division showed an 
increased rate on January 1, 1923, compared with January 1, 1910. 

In the age group 10 to 14, however, there were two decreases. 
New England decreased from 6.4 to 6.3 and West South Central 
from 5.0 to 4.5. The highest rate in this age group in 1910 was 
8.0 which occurred in the South Atlantic Division; the lowest, 1.0, 
occurred in the East North Central Division. The Pacifie Division 
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was also low with 1.2. New England, West South Central and the 
Mountain Divisions were well above the average of 3.7 for the 
country with rates of 6.4, 5.0 and 5.8 respectively. In 1923, the 
South Atlantic Division still had the maximum rate, with 10.3, and 
East North Central the lowest, with 2.7. New England, whose 
rate had decreased in the interval, was still above the average, 
however, with a rate of 6.3. The West North Central, East South 
Central and Pacific Divisions showed marked increases from 1910 
to 1923. 

In the age group 15 to 19, every division showed increased resi- 
dence rates from 1910 to 1923. The average rate in 1910 was 25.5 
with a maximum of 46.6 in New England and a minimum of 17.4 
in West North Central. In 1923 the average rate was 37.2 with 
a maximum of 54.5 in New England and a minimum of 25.9 in the 
Mountain Division. 

Rates of resident patients are also shown for the several states 
in Table 2. In the age group 10 to 19, the maximum rate in 1910 
was 39.6 which occurred in Massachusetts. The minimum rate of 
2.6 occurred in Utah. In 1923 the maximum had grown to 74.1, 
which occurred in Vermont; the minimum of 7.0 occurred in Kansas 
and North Carolina. All but the following showed increased rates 
in this age group from 1910 to 1923: Massachusetts, New Jersey, 
Kansas, North Carolina, Georgia, Oklahoma, Idaho, Colorado, New 
Mexico, Arizona and Nevada. 

In the age group 10 to 14, the maximum resident rate on Janu- 
ary 1, 1910 was 15.4, which occurred in Georgia; the minimum 
rate, exclusive of nine states, which reported no resident patients 
in this age group, was 0.4, which occurred in New York and Wis- 
consin. In 1923, Nevada had the maximum resident rate of 35.0 
in this group. North Dakota, Delaware, Wyoming and Colorado 
reported no patients in this age group. A rate of 0.6 occurred in 
Kansas. Most of the states reported increased resident rates from 
1910 to 1923 in this age group, but 15 states showed decreases. 
Most of these were slight, but several are of interest. Thus Massa- 
chusetts decreased from 10.5 to 5.4; New Jersey from 11.8 to 6.5; 
Kansas from 3.0 to 0.6: Delaware from 5.2 to 0.0; Georgia from 
15.4 to 10.4; Oklahoma from 11.3 to 3.6; Idaho from 12.5 to 4.3; and 
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Colorado from 5.7 to 0.0. The following states, on the other hand, 
showed large increases: Vermont 6.4 to 30.7; Missouri 4.9 to 29.5; 
South Dakota 1.7 to 12.0; West Virginia 3.1 to 12.2; and Arkansas 
3.9 to 12.6. 

In the age group 15 to 19 the maximum rate in 1910 was 76.0 
which oceurred in Nevada. The minimum rate of 5.3 occurred in 
Utah. In 1923 the average resident rate in this group had grown 
to 37.2 with a maximum of 122.0 in Vermont and a minimum of 
7.8 in North Carolina. 

From 1910 to 1923 decreases in resident rates in this age group 
occurred in 9 states, and large increases occurred in 14 states. 

We may therefore conclude from the evidence of the resident 
rates in the age groups 10 to 14, 15 to 19, and 10 to 19 years that 
in general there has been an increase in mental disorders in these 
groups from 1910 to 1923. The objection is usually raised against 
rates of resident patients, however, that they represent an accu- 
mulation of old patients, and in this respect tend to exaggerate the 
relative numbers from one census to another. This is clearly true 
of the institutional population as a whole. In the State of New 
York, for example, a patient remains in a State hospital, on the 
average, four and a half years. It follows that though many stay 
less than this period—more than half leave, in fact, before the end 
of the first year of hospital life—others remain longer. Some 
residences last over 30 years. All those patients with terms of 
residence from 10 years up may reappear in subsequent censuses 
and thus swell the total. Since mental disease is practically non- 
existent under 10 years of age, this process of accumulation from 
the date of one census to the succeeding census cannot take place 
in the age group 10-14 years and could happen in so few eases in 
the group aged 10-19 years as to be of no practical importance. 
Consequently the significance of the increased rates of resident 
patients in these age groups is enhanced by this fact. 

Nevertheless it may be objected that though none of the patients 
have appeared in both censuses, yet they do not represent the new 
cases of mental disease arising either in 1910 or in 1922. The 
patients resident on a given date represent the admissions of sev- 
eral years. In practice therefore, it has been found that the best 
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measure of the prevalence of mental disorders is the ratio of the 
admissions in a given year to the corresponding general population. 
In the censuses of 1904 and 1910 the ratio was based upon total 
admissions (including transfers). In 1922 however, the classi- 
fication of the American Psychiatrie Association was adopted by 
the Bureau of the Census and the rates of admission were based 
only upon the first admissions—that is, patients who had never 
before been in an institution for the insane. This gives a measure 
of the number of new cases in the community in any year and must 
necessarily be less than that afforded by the total admissions. 
The census study of the insane admitted in 1922 includes data 
relative to readmissions and transfers, but they are not subdivided 
by specified age groups. Consequently the detailed comparison must 
rest upon rates of first admission. In this respect the comparison 
between the census of 1922 and the preceding censuses would 
appear ineffective. In fact, however, it will be seen that this very 
change adds to the significance of the increase in mental disorders 
at the younger age levels. 

The admissions for the United States and the major sub-divi- 
sions are shown in Table 3. For the country as a whole the total 
admissions (including transfers) grew from 49,622 in 1904 to 60,769 
in 1910. In 1922 the first admissions alone numbered 73,063, the 
grand total, including readmissions and transfers, reaching 94,114. 
Every geographic division showed similar increases from 1904 to 
1910, and from 1910 to 1920. In the age group 10 to 19 the admis- 
sions grew from 2,029 in 1904 to 2,866 in 1910, which was in turn 
exceeded by the first admissions alone in 1922, which totaled 3,486. 
From 1904 to 1910 only one division showed a decrease in this age 
group, namely, West North Central which decreased from 271 to 
267. This division, however, increased to a total of 358 first admis- 
sions in 1922. Of the other divisions, all but two showed more first 
admissions in 1922 than total admissions in 1910. The exceptions 
were Middle Atlantic which decreased from 710 total admissions 
to 671 first admissions, and East South Central which decreased 
from 267 to 249 respectively. In the age group 10 to 14 every 
division except the West North Central increased from 1904 to 
1910. From 1910 to 1922 every division except South Atlantic and 
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West South Central increased. In the age group 15 to 19, all the 
divisions but the West North Central increased from 1904 to 1910, 
In this division the admissions were practically stationary. From 
1910 to 1922 all the divisions except the Middle Atlantic and the 
East South Central showed increases. The evidence is clear there- 
fore that in the country as a whole and in the larger geographical 
units the number of new cases of mental disease at the younger age 
levels have undoubtedly increased. 

We naturally cannot expect the same degree of uniformity in 
the individual states and yet it is surprising to see from Table 3 
that only nine states had fewer admissions at all ages in 1910 than 
in 1904, some of the differences being of a very low order. From 
1910 to 1922, despite the change from total to first admissions, only 
12 states showed decreases. In the age group 10 to 19 where the 
admissions are much fewer in number, and we therefore might 
expect greater fluctuations in the amount and character of the 
changes, we find that only ten states showed decreases from 1904 to 
1910, most of them of a minor order. From 1910 to 1922 only nine 
states in this age group showed decreases, many of these again 
being very slight. In the age group 10 to 14, only 10 states showed 
decreases from 1904 to 1910, and 14 from 1910 to 1923. In the 
age group 15 to 19 there were decreases from 1904 to 1910 in 11 
states, and from 1910 to 1922 in 14 states, it being possible 
to explain some of these by the exclusion of readmissions in 1922. 

These trends in absolute numbers must finally be compared with 
the corresponding rates per 100,000 general population, which are 
shown in Table 3. 

In 1904 the rate of admission at all ages in the United States 
was 60.7 per 100,000; the maximum of 105.1 occurred in the New 
England Division and the minimum of 18.5, in the West South 
Central Division. In 1910 the rate had increased to 66.1, an 
increase of 8.9 per cent; the maximum was 106.6, in New England, 
and the minimum was 21.6, in the Mountain Division. Every divi- 
sion but the East North Central and the Mountain showed increases 
during the interval. In 1922 the first admission rate was 68.2, 
which exceeded the total admission rates of the preceding years by 
12.4 and 3.2 per cent respectively. The maximum of 106.3 in New 
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England was almost as great as the maximum for total admissions 
in 1910. The minimum of 45.5 was well above the minimum of 
1910. Some of the divisions showed lower rates in 1922 probably 
due to the exclusion of readmissions. There can therefore be little 
doubt as to the increased rates of mental disease from 1904 to 1922 
as measured in terms of admissions to hospitals. How do the 
rates among the younger age groups compare with this trend? 

As shown earlier in the discussion the rates at ages 10 to 14 are 
much lower than those for any other age period, but there has 
clearly been an increase between 1904 and 1922. In 1904 
the admission rate at ages 10 to 14 was 2.1 with a maxi- 
mum of 4.3 in New England and a minimum of 0.9 in the West 
South Central Division. In 1910 the rate had grown to 3.6, an in- 
crease of 71.4 per cent compared with an increase of 8.9 per cent at 
all ages. The maximum was 7.3 in New England and the minimum 
2.1 in the East North Central and West North Central Divisions. 
The Pacifie Division had the same rate in both years, the West 
North Central showed a decrease. The remaining divisions showed 
increased rates. In 1922 the first admission rate was 4.3, an 
increase of 19.4 per cent over the corresponding rate in 1910, and 
again exceeding the rate of increase at all ages. Five of the nine 
divisions showed increases. New England showed a noteworthy 
decrease from 7.3 in 1910 to 1.7 in 1922. 

In the group aged 15 to 19 there was an increase from a rate of 
24.6 in 1904 to 28.0 in 1910, an increase of 13.8 per cent. The max- 
imum rate in 1904 was 34.8 which occurred in New England and 
the minimum was 9.9 which occurred in the West South Central 
Division. In 1910 the maximum was 45.2, the minimum, 18.4, again 
in New England and the West South Central divisions, respec- 
tively. Every division but West North Central showed increased 
rates. In 1922 the first admission rate in this age group was 32.2, a 
further increase of 15.0 per cent; the maximum, 78.9, occurred in 
New England and the minimum, 18.9, in the Mountain Division. 
These indicate marked increases since 1910, especially in view of 
the omission of readmissions. Three of the divisions showed de- 
creases in the interval possibly due to the use of the new admission 
base. 
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In the combined age groups 10 to 19 the trends were similar to 
the above. The average rate rose from 13.0 in 1904 to 15.8 in 1910 
and again to 17.4 (for first admissions) in 1922. One division 
showed a decline from 1904 to 1910 and three from 1910 to 1922. 
In the latter case the explanation is probably found in the omission 
of readmissions. 

Consider next the admission rates in the several states. In 1904 
the average rate for the United States in the age group 10 to 14 
was 2.1 per 100,000. The maximum rate of 15.2 occurred in New 
Hampshire; the minimum rate was 0.0 which occurred in 12 states. 
By 1910 all but 17 states had shown increased rates. The average 
in this year was 3.6, the maximum, 20.3, occurred in Nevada, and 
the minimum was 0.0, which occurred in only 10 states. In 1922 
the average rate of first admissions in this group was 4.3, with a 
maximum of 17.5 in Nevada which was closely followed by Utah 
with 17.4. Only six states reported no admissions. Decreases 
were reported in 16 states. 

In the age group 15 to 19 the average rate in 1904 was 24.6, with 
fluctuations from a minimum of 0.0 in Delaware to a maximum 
of 44.3 in New York. In 1910 the average rate in this group had 
risen to 28.0 with a maximum of 57.7 in Massachusetts; the mini- 
mum was still 0.0, reported by Nevada. Decreases from 1904 to 
1910 were reported by 23 states. In 1922 the rate of admission 
(first admissions only) had risen to 32.2. Nevada still reported 
no admissions in this group though this fact is not significant in 
view of the small population of the state. The maximum, 109.2 
occurred in Massachusetts. Despite the changed base only 16 
states reported decreases. Some of these would undoubtedly be 
changed to increases were the readmissions included in 1922. 

If we combine the two age groups and consider the total aged 
10 to 19 we find an increase in the average rate of the country from 
13.0 in 1904 to 15.8 in 1910 and again to 17.4 (first admissions 
only) in 1922. The maximum rates increased from 24.8 in 1904 
to 35.4 in 1910 to 60.6 in 1922. From 1904 to 1910, 18 states showed 
decreased rates, many of but a minor order. From 1910 to 1922, 
20 states showed decreases, many of these again being of a minor 
order. Considering the omission of readmissions we may safely 
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say that at least 14 of these states had rates in excess of those 
of 1910. 

Summing up the evidence we may therefore conclude that though 
mental disorders are relatively very infrequent at ages under 20 
years and specially so at ages under 15, there has nevertheless been 
a real increase in their prevalence in these age groups from 1904 
to 1922. This increase occurred in absolute numbers, and again 
when the latter were related to the corresponding general popu- 
lations. 


Some light may be thrown upon the trends since 1922, by an 
examination of the statistics of first admissions to the New York 
State hospitals, compiled annually by the New York State Depart- 
ment of Mental Hygiene. Table 4 shows the first admissions in the 
age groups under 15, 15 to 19, and total under 20 years, from 1923 
to 1930, inclusive. Since there are practically no admissions under 
10 years of age, we may consider these groups equivalent to 10 to 
14, 15 to 19, and 10 to 19 years, respectively. 

First admissions under 20 years of age increased with but a few 
minor fluctuations from a total of 336 in 1923 to a total of 470 in 
1930. Both sexes showed similar upward trends. In the age group 
under 15 years, there was an increase from 37 in 1923 to 57 in 
1930. The upward trend was quite regular except for the year 
1925, when both sexes showed unusual increases, the 29 female 
first admissions being the highest recorded by them in the interval. 
There has also been an upward trend in the group aged 15 to 19, the 
first admissions increasing with fair regularity from a total of 299 
in 1923 to 413 in 1930. 

These upward trends in first admissions are fully confirmed 
when we examine the rates of first admission per 100,000 popula- 
tion of same age given in Table 4. In the age group under 20 
years, the rate increased from 19.2 in 1923 to 25.9 in 1930. The 
males increased from a rate of 20.8 to 29.1; the females increased 
from 17.6 to 22.8. In the group aged under 15 years, the rate rose 
from 3.9 to 5.6, the latter rate being exceeded only in 1925. Owing 
to the small numbers involved the rates for each sex show great 
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fluctuations. The males however showed a generally rising trend 
from 1923 to 1930, whereas the females, after declining between 
1925 and 1929, increased markedly in 1930. In the age group 15 
to 19, there has been in general an upward trend, more marked in 
the females since 1925, and in the males since 1926. The rate of 
first admissions at all ages increased from 63.8 in 1923 to 72.1 in 
1930, an average increase of 1.9 per cent per year. Among those 
under 20 years of age, the average increase in the same interval 
was 5.0 per cent. First admissions under 15 years of age, and 
those aged 15 to 19 years, showed average increases of 6.2 and 5.9 
per cent, respectively. 

We may therefore conclude that mental disorders in the age 
groups under 20 years of age when measured by first admissions 
to the New York Civil State hospitals, have shown an increasing 
prevalence since 1923, and thus confirm the rising trend for the 
United States, as a whole, in the preceding decades. 


II 

Our second problem concerns the nature of the mental disorders 
among children. 

The report of the United States Bureau of the Census on 
‘*Patients in Hospitals for Mental Disease, 1923’’ includes a table 
of the first admissions in 1922 to all hospitals for mental disease 
in the country, classified according to psychosis, sex and age. The 
data referring to the age groups under 15, 15 to 19, under 20, 
and all ages, have been abstracted and reduced to percentages of 
all first admissions, and also to rates of first admissions per 100,000 
population of corresponding age and are shown in Table 5. In 
computing the rates, no attempt has been made to interpolate pop- 
ulations as of the middle of 1922, because the census data as of 
January 1, 1920 give results sufficiently accurate for the present 
purposes. 

Comparing those under 20 years of age with first admissions at 
all ages, we find some marked differences in the percentage distri- 
butions, the first being the much greater percentages of dementia 
precox in the younger group, especially among the males. Other 
significant differences are shown in the epileptic psychoses, and 
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psychoses with mental deficiency, the group under 20 years of age 
having higher percentages. ‘‘Those without psychosis’’ have a 
percentage of 17.9 in the younger group, being exceeded only by 
dementia precox. 

In the group under 15 years of age, we find that those ‘‘ without 
psychosis’’ represent 39.5 per cent of all first admissions. Psy- 
choses with mental deficiency, and epileptic psychoses follow with 
14.6 per cent, and 11.4 per cent respectively. The group with other 
brain or nervous diseases included only 4.0 per cent, but this is of 
interest when contrasted with 0.9 per cent for all first admissions. 
Encephalitis lethargica which is included in this group, now con- 
stitutes an important problem in the mental health of childhood. 

At ages 15 to 19 years, dementia precox includes 37.0 per cent 
of all first admissions; those ‘‘ without psychosis’’ still rank high, 
having a percentage of 14.7. The manic-depressive psychoses 
include 14.1 per cent of the first admissions. The epileptic psy- 
choses, and those with mental deficiency also rank relatively high. 

Considering now the rates of first admission in the several 
groups of psychoses, we find that the total population has higher 
rates of first admissions in every psychosis than the group under 20 
years of age. The outstanding groups among the latter are demen- 
tia precox, ‘‘ without psychosis’’ and manic-depressive psychoses in 
the order named. The high rate ‘‘without psychosis’’ suggests 
either a misuse of institutions, or else the existence of a type of 
child who does not fit into the category of the genuinely psychotic, 
but nevertheless offers behavior problems of a special type. The 
epileptic psychoses and psychoses with mental deficiency are also 
relatively high. In the group under 15 years of age, those ‘‘ without 
psychosis,’’ psychosis with mental deficiency, and epileptic psy- 
choses have the highest rates. In the group aged 15 to 19, we find 
a high rate of dementia precox. Those ‘‘without psychosis”’’ con- 
stitute the second highest group, followed by the manic-depressive 
psychoses, psychoses with mental deficiency and epileptic psychoses 
in the order named. The last two have rates higher than those 
for the entire population. Psychoses with psychopathic person- 
ality also rank relatively high with a rate of 1.8, which exceeds the 
rate of 0.9 for the general population. The rate for psychoses with 
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other brain and nervous disease is but slightly less than that for 
the entire population. 

The data for the United States may be compared with data very 
carefully gathered over a series of years in New York and Massa- 
chusetts. We shall first consider the experience of the State of 
New York. In the five years 1918-1922 inclusive, there were 34,115 
first admissions to the New York civil State hospitals, of whom 
17,867 were males and 16,248 were females. Of these first admis- 
sions, 1,735 were under 20 years of age, of whom 987 were males 
and 748 females. <A further subdivision shows that 122 were under 
15 years of age, of whom 71 were males and 51 females, and 1,613 
were aged 15 to 19, of whom 916 were males and 697 were females. 

In Table 6 the psychoses of the first admissions are reduced to 
a percentage distribution. Among the total first admissions, we 
find the highest percentages in dementia precox and manic-depres- 
sive psychoses, respectively. Other large groups are senile, psy- 
choses with cerebral arteriosclerosis, and general paralysis. Alco- 
holic psychoses are also relatively high. In the group under 20 
years of age, we find dementia precox and manic-depres- 
sive psychoses again the outstanding groups, much more so 
than among total first admissions. The following groups should 
be carefully noted among the children: psychoses with other brain 
and nervous diseases, epileptic psychoses, psychoses with psycho- 
pathic personality, and psychosis with mental deficiency. In each 
of these groups, the proportions among children exceed those 
among total first admissions. This is also of significance in the 
ease of the group ‘‘without psychosis.’’ The high percentages 
with epileptic psychoses and psychosis with mental deficiency are 
due to age selections, for epileptics and mental defectives have a 
low expectancy of life, and therefore predominate at the younger 
ages. 

Consider now the group under 15 years of age. The 
group with other brain or nervous diseases has a percentage of 
6.6, compared with 0.6 for all first admissions. Dementia pre- 
cox has been reduced to 17.2 per cent and the manic-depressive 
psychoses are almost equalled by the group of psychoses with men- 
tal deficiency. The epileptic psychoses, psychoses with psycho- 
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pathic personality, undiagnosed psychoses and those ‘‘without psy- 
chosis’’ are also relatively high. A surprising percentage is that 
of 3.3 in general paralysis. This probably results from congenital 
syphilis. 

In the age group 15 to 19, the two outstanding groups are demen- 
tia precox and manic-depressive psychoses, which together account 
for two-thirds of the admissions. Epileptic psychoses, psychoses 
with psychopathic personality, and psychoses with mental defi- 


ciency are also relatively high. 

These percentages indicate relative differences, among the 
patients themselves. How do they compare with the general popu- 
lation of similar age? This is also shown in Table 6, where the 
average annual rates of first admissions per 100,000 population 
from 1918 to 1922 inclusive are given for each psychosis. Among 
all first admissions the highest average rate was 18.4, in dementia 
precox. The manic-depressive psychoses followed with 9.4. Gen- 
eral paralysis, senile psychoses and psychoses with cerebral arte- 
riosclerosis followed in the order named. In the group under 20 
years of age, the rates are much lower, as might be expected from 
the discussion in the preceding sections. Dementia precox is high 
with 8.1, which is much less than that found among all first admis- 
sions. The manic-depressive psychoses follow with a rate of 5.1. 
The rates are also relatively high in the epileptic psychoses, psy- 
choses with psychopathie personality and psychoses with mental 
deficiency. In the group under 15 years of age, where all the rates 
are exceedingly low, the highest, 0.5, occurs in dementia precox. In 
the age group 15 to 19, dementia precox was high with 16.4 almost 
as high as that for all first admissions. In the manic-depressive 
psychoses the rate was 10.2 compared with 9.4 for all first admis- 
sions. This age group also exceeded the entire population in the 
following psychoses: epileptic psychoses, psychoses with psycho- 
pathic personality, psychoses with mental deficiency, and ‘‘ without 
psychosis.’’ The rates in the group with other brain diseases, ete., 
were almost equal in the two groups. 

A further comparison may be made with the State of Massachu- 
setts, where there were 16,856 first admissions from 1918 to 1922 
inclusive, of whom 8,901 were males and 7,955 females. At ages 
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under 15 there were 122 males and 86 females, a total of 208. At 
ages 15 to 19 there were 537 males and 533 females, a total of 1,070. 
In the combined group under 20 years of age, there was a total of 
1,278 of whom 659 were males and 619 females. The psychoses in 
the several age groups are reduced to percentages in Table 7. 

We find the group under 20 years of age with higher percentages 
that total first admissions in the following psychoses: dementia 
precox, epileptic psychoses, psychoneuroses and neuroses, psycho- 
ses with psychopathic personality, psychoses with mental defi- 
ciency, and ‘‘without psychosis.’’ In the latter group there was a 
percentage of 32.0 compared with 8.3 for all first admissions. At 
ages 14 and under, the following groups had markedly higher per- 
centages than those for all first admissions; epileptic psychoses, 
psychoneuroses and neuroses, psychoses with psychopathic person- 
ality, psychoses with mental deficiency, and ‘‘without psychosis,”’ 
the latter surprisingly large. In the age group 15 to 19, the same 
groups together with dementia precox, had higher percentages than 
all first admissions. 

Contrasting the average annual rates of first admissions during 
1918-1922, as shown in Table 7, we find that the age group under 20 
years exceeds all first admissions in epileptic psychoses, psychoses 
with mental deficiency and ‘‘without psychosis’’; the rates are 
practically equivalent in the psychoneuroses and neuroses. At ages 
14 and under, the rate of epileptic psychoses exceeds that for all 
first admissions. The rate ‘‘without psychosis’’ is the highest in 
the group though less than that for all first admissions. In the age 
group 15 to 19, we find dementia precox high with a rate of 24.8, 
which exceeds that for the entire patient population. The former 
group is also in excess in epileptic psychoses, psychoneuroses and 
neuroses, psychoses with psychopathic personality, psychoses with 
mental deficiency, and ‘‘without psychosis.’’ The latter has the 
very high rate of 21.2 at ages 15 to 19, compared with a rate of 7.5 
at all ages. 
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CoNCLUSIONS 

Based upon the results shown in New York, Massachusetts, and 
the country as a whole, the following conclusions may be drawn 
with respect to the patients aged 20 years and under. 

a. Dementia precox constitutes the group with the highest rate 
of first admission. 

b. The group ‘‘without psychosis’’ constitutes a large part of 
the first admissions, and indicates that state hospitals are receiv- 
ing a large group of children presenting difficult behavior disorders 
not amounting to a psychosis. 

ec. Psychoses with other brain or nervous diseases (notably 
encephalitis lethargica) are playing an increasingly important 
part in the mental disorders of children, especially in the State 
of New York. 

d. Epileptic psychoses and psychoses with mental deficiency 
have high rates of first admission, indicating a close relation be- 
tween mental disorders, epilepsy and mental defect. 

e. There is an almost complete absence of the organic psycho- 
ses; the psychoneuroses and neuroses, on the other hand, together 
with psychoses with psychopathic personality constitute relatively 
large groups. 
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TABLE 3. TOTAL ADMISSIONS TO INSTITUTIONS FOR MENTAL DISEASE IN 1904 AND 1910, 
FIRST ADMISSIONS IN 1922, AND CORRESPONDING RATES PER 100,000 
GENERAL POPULATION OF SAME AGE 








Admitted 
1904 1910 1922* 
Division and State All 10to 10to 15to All 10to 10to 15to All 10 to 
ages 19 14 19 ages 19 14 19 ages 19 
United States ..... 49,622 2,029 173 1,856 60,769 2,866 327 2,539 73,063 3,486 
Geographic Divisions: 
New England....... 6,242 188 20 168 6,986 805 41 264 7,865 541 
Middle Atlantic..... 11,279 481 24 457 14,669 710 51 659 15,481 671 
East North Central... 12,551 399 30 369 13,191 479 35 444 15,699 576 
West North Central. 6,633 271 28 243 7,459 267 25 242 8,235 358 
South Atlantic...... 5,383 339 37 302 6,725 442 83 359 8,678 517 
East South Central... 2,722 170 17 153 3,685 267 28 239 4,490 249 
West South Central.. 1,359 77 7 70 2,968 218 44 174 4,656 309 
Mountain ......... 1,084 37 5 32 1,623 66 13 53 1,969 69 
aa eee are 2,369 67 5 62 3,463 112 7 105 5,990 196 
New England: 
cod hk 333 10 ws 10 509 15 ee 15 355 20 
New Hampshire... . 352 ll 5 6 326 14 1 13 306 13 
a 268 9 1 8 270 7 " 7 285 15 
Massachusetts ...... 4,001 116 12 104 4,236 206 85 171 4,893 385 
Rhode Island ...... 424 16 2 14 490 23 3 20 450 16 
Connecticut ....... 864 26 ete 26 1,155 40 2 38 1,576 92 
Middle Atlantic: 
a 6,630 294 10 284 8,530 384 16 368 8,582 395 
New Jersey ....... 1,290 67 6 61 1,640 95 16 79 2,318 lll 
Pennsylvania ...... 8,359 120 8 112 4,499 231 19 212 4,581 165 
East North Central: 
BN hie weit acne tear 3,386 107 7 100 3,336 117 6 111 3,920 118 
RN bebcen cats Wisare 1,396 57 2 55 1,270 48 1 47 1,206 85 
ST dae: 335) co a8 0 4,228 116 8 108 4,053 142 i) 133 5,734 191 
Michigan ......... 1,447 44 3 41 1,974 95 14 81 2,377 126 
MU ncaa 2,094 75 10 65 2,558 pe i 5 72 2,462 106 
West North Central: 
Minnesota ........ 1,227 32 1 31 1,425 41 1 40 1,598 59 
I ich sds a we acwicnc 6 1,563 61 8 53 1,511 42 en 42 1,795 89 
ae 1,949 99 11 88 2,779 129 24 105 2,802 146 
North Dakota...... 175 5 5 224 8 it 8 242 10 
South Dakota...... 132 38 8 204 5 es 5 182 5 
Nebraska ......... 663 20 ce 20 411 17 ee 17 722 20 
EE acca viaccess 924 46 8 88 905 25 “io 25 894 29 





* First admissions only. 
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TABLE 3. TOTAL ADMISSIONS TO INSTITUTIONS FOR MENTAL DISEASE IN 1904 AND 1910, 
FIRST ADMISSIONS IN 1922, AND CORRESPONDING RATES PER 100,000 
GENERAL POPULATION OF SAME AGE—Continued 


Number of admissions per 100,000 population 


1922* 1904 1910 1922* 
10to 15to All 10to 10to 15to All 10to 10to 15to All 10.to 10to 15to 
14 19 ages 19 14 19 ages 19 14 19 ages 19 14 19 





453 3,033 60.7 13.0 2.1 246 66.1 415.8 3.6 28.0 682 17.4 438 32.2 


76 465 105.1 19.8 43 34.8 106.6 26.7 7.3 45.2 106.3 43.6 1.7 78.9 
64 607 66.9 16.9 1.7 32.5 75.9 20.1 3.0 36.6 69.3 17.4 3.1 33.4 
59 517 74.7 12.4 18 23.5 72.3 13.8 2.1 25.2 72.4 15.3 3.0 28.8 
63 295 61.3 12.3 24 22.9 64.1 11.3 2.1 20.4 64.1 15.0 5.0 25.8 
83 434 48.6 14.2 3.0 26.6 565.1 16.5 5.9 27.8 60.2 17.0 5.1 30.8 
49 200 34.6 9.7 1.8 18.3 43.8 14.5 2.9 264 650.5 12.5 4.5 21.9 
30 279 #8 18.5 5.0 0.9 9.9 33.8 11.1 4.3 18.4 45.5 13.4 2.4 26.1 
15 54 53.6 12.0 3.1 21.9 21.6 13.9 5.4 22.5 651.2 11.1 4.5 18.9 
14 182 177.4 15.6 2.3 29.2 82.6 16.5 2.3 29.5 104.6 22.8 3.1 44.1 
8 17 46.8 8.1 e's 16.0 68.6 11.6 23.0 46.2 149 43 26.6 

6 7 84.1 16.3 15.2 17.3 75.7 18.9 2.8 343 469.1 17.8 155 19.9 

2 13 77.0 14.8 3.3 26.3 75.9 11.2 22.5 80.9 24.2 6.1 44.1 

55 330 133.0 24.8 5.2 43.7 125.8 35.4 12.3 57.7 127.0 60.6 16.5 109.2 
2 14 90.2 21.0 5.4 35.6 90.3 23.2 64 38.5 74.5 15.2 3.7 27.1 

84 87.9 16.9 ia 33.6 103.6 20.4 2.1 37.6 114.2 40.2 6.6 78.6 


37 858 83.5 22.9 16 443 93.6 23.6 2.0 43.8 82.6 23.0 4.1 43.8 


14 97 60.8 19.6 3.4 36.6 646 20.4 7.0 33.4 73.4 20.3 4.8 38.0 
13 152 49.4 9.8 1.3 18.7 58.7 16.1 2.7 29.3 51.9 10.3 1.5 20.5 
7 111 77.3 13.0 17 24.5 70.0 13.4 14 248 65.3 12.1 14 23.9 
4 31 54.0 10.9 0.8 21.4 «47.0 9.3 0.4 18.1 41.2 6.6 1.5 12.2 
14 177 82.6 12.1 16 23.5 71.9 13.3 1.7 244 88.4 16.8 2.4 32.7 
15 111 56.5 9.2 1.2 17.6 70.2 18.1 5.4 304 64.8 20.3 46 37.6 
19 87 96.7 17.0 43 31.1 109.6 15.8 2 29.7 93.5 21.2 7.3 36.5 


3 56 65.6 8.8 0.5 18.2 68.7 9.5 0.5 18.6 66.9 13.0 13 25.5 
22 67 70.1 13.1 3.3 23.3 67.9 9.3 18.7 74.7 20.1 9.7 81.2 
33 113 61.4 14.7 3.2 27.1 84.4 19.6 7.4 314 76.2 22.7 9.8 36.8 

10 42.4 7.7 a 17.1 38.8 6.9 14.1 37.4 7.3 os 16.3 

3 2 28.2 9.1 22 19.8 34.9 4.2 8.5 28.6 4.0 4.5 3.4 

20 59.6 8.6 oa 18.1 834.5 6.9 13.7 55.7 8.0 4 16.8 
2 27 59.6 14.1 4.8 24.1 53.5 7.4 14.7 50.5 8.5 1.1 16.6 





* First admission only. 
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TABLE 3. TOTAL ADMISSIONS TO INSTITUTIONS FOR MENTAL DISEASE IN 1904 AND 1910, 
FIRST ADMISSIONS IN 1922, AND CORRESPONDING RATES PER 100,000 


GENERAL POPULATION OF SAME AGE—Continued 


Division and State All 


South Atlantic: 


500-3 00 ¥ 4 106 
Maryland ......... 816 
District of Columbia 702 
ee 906 
West Virginia...... 428 
North Carolina..... 609 
South Carolina..... 544 
RI ris sivee Stak aie 969 
ee 303 


* First admissions only. 


East South Central: 


EF .0 weeoe 951 
Tennessee ......... 613 
Alabama ........ ‘ 681 
po eee 477 


West South Central: 


pe Serre ee 89 
errr 273 
NED 5c ccc es. 236 
| Ne ae 761 
Mountain: 
I i vag ao draw 165 
EN Was aban ewes 94 
A re 37 
I on ow neces 503 
New Mexico ....... 26 
PE cc ccccecus 113 
NE aa andre ote -saoinesaa 115 
OS eee 31 
Pacific: 
Washington ........ 496 
ee 377 
California ........ 1,496 





* First admissions only. 
** Detailed statistics lacking. 





Admitted 
1904 
10to 15to All 10 to 
14 19 ages 19 
1 1 127 a) 
37 2 85 1,273 61 
17 17 597 25 
63 4 59 1,234 96 
29 4 25 495 19 
45 5 40 916 59 
58 7 51 646 64 
76 12 64 1,112 87 
13 2 11 325 22 
71 6 65 1,227 70 
25 6 19 932 59 
48 4 44 831 68 
26 1 25 695 70 
5 5 255 22 
15 1 14 491 40 
11 1 10 743 68 
46 5 41 1,479 88 
4 4 278 13 
7 1 6 203 9 
2 2 42 1 
13 2 11 722 21 
2 2 84 5 
4 4 135 
4 2 2 103 10 
1 1 56 
16 16 884 28 
17 2 15 590 14 
34 3 31 1,989 70 








1910 1922* 
10to 15to All 10 to 

14 19 ages 19 
9 96 4 

57 1,788 83 
2 23 888 24 
24 72 1,687 88 
7 12 687 38 
5 54 1,188 77 
11 53 669 77 
23 64 987 88 
7 15 688 38 
5 65 1,337 74 
7 52 1,420 66 
4 64 627 38 
12 58 1,106 71 
4 18 831 68 
7 33 =1,070 82 
16 52 803 58 
17 71 1,952 101 
4 9 317 he 
1 R 144 6 
1 168 2 
3 18 795 15 
5 92 11 
3 3 209 9 
1 9 202 25 
1 42 1 
2 26 1,055 32 
2 12 842 31 
3 67 4,093 133 
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TABLE 3. TOTAL ADMISSIONS TO INSTITUTIONS FOR MENTAL DISEASE IN 1904 AND 1910, 
First ADMISSIONS IN 1922, AND CORRESPONDING RATES PER 100,000 
GENERAL POPULATION OF SAME AGE—Concluded 


Number of admissions per 100,000 population 





1922* 1904 1910 1922* 
10to 15to All 10to 10to 15to All 10to 10to 15to All 10to 10to 15to 
14 19 ages 19 14 19 ages 19 14 19 ages 19 14 19 
ary 4 55.5 2.7 5.3 is 62.8 23.2 46.2 43.0 10.3 > 21.5 
10 73 66.5 15.0 16 29.2 98.3 23.7 3.1 4644.5 123.3 30.7 7.4. Gee 
2 22 235.8 35.8 ne 68.5 180.4 47.4 8.1 81.8 202.9 37.9 6.7 65.6 
12 76 47.0 14.8 18 29.0 59.9 21.1 10.1 33.1 61.9 17.6 45 382.4 
12 26 40.6 13.5 3.6 24.0 40.5 7.4 5.3 96 469 12.4 7.3 18.4 
14 63 30.3 10.0 2.1 18.7 41.5 3.7 2.6 49 46.4 6.5 3.8 9.7 
15 62 38.8 17.5 4.0 32.4 42.6 17.5 5.7 30.7 39.7 19.0 6.7 33.9 
2 76 «641.1 14.6 43 26.5 2.6 14.6 7.3 22.8 34.1 13.1 3.3 24.7 
6 82 49.7 11.3 38.3 20.3 43.2 14.1 8.7 19.7 71.0 19.2 5.6 34.8 
12 62 43.2 14.8 24 284 58.6 14.2 2.0 268 55.3 14.6 44 26.3 
17 49 29.5 5.3 2.5 8.4 2.7 12.3 2.9 21.9 60.7 12.8 6.1 20.6 
10 28 35.1 11.1 1.7 21.5 38.9 14.1 16 28.0 26.7 7.0 3.3 11.4 
10 61 29.1 7.0 0.5 14.3 38.7 18.8 5.5 32.9 61.8 16.6 4.2 31.7 
11 57 6.3 1.6 . 38.4 16.2 6.2 2.2 10.4 47.4 16.8 5.0 31.0 
6 76 18.4 4.8 0.6 9.6 29.6 10.8 3.6 18.8 59.5 20.1 2.7 40.4 
7 50 21.4 6.1 1.0 12.0 44.8 18.9 8.6 29.8 39.6 12.7 3.2 23.9 
5 96 22.7 6.4 1.3 12.3 388.0 10.0 3.7 16.8 41.9 9.8 0.9 19.6 
ve died 56.6 10.9 ‘ 23.0 73.9 18.7 13.5 30.1 57.8 -—— _ sid 

6 42.5 22.1 5.9 40.9 62.3 14.5 3.1 26.4 33.3 7.1 15.7 

2 338.1 13.0 2.1 24.6 28.8 4.5 ‘ 8.7 86.4 6.2 am 13.5 

15 79.4 18.2 5.7 30.6 90.4 14.9 43 253 60.6 8.9 py 19.1 
4 7 10.7 5.1 11.4 25.7 7.5 154 25.5 14.6 9.8 20.2 
1 8 74.1 18.1 »% 38.4 66.1 16.9 16.6 17.3 62.5 14.7 3.1 28.1 
9 16 36.9 6.3 6.0 6.7 27.6 12.9 25 240 449 268 174 36.9 
1 a 54.7 14.6 dx 28.7 68.4 9.8 20.3 = 54.3 9.4 17.5 
1 31 66.6 17.3 ea 386.3 177.4 14.5 2.2 26.1 77.8 14.3 0.9 29.1 
6 25 74.3 20.9 4.8 87.7 87.7 12.0 3.6 19.8 107.5 23.5 8.7 39.8 
7 126 82.7 13.3 2 24.2 83.7 18.9 1.7 34.2 114.6 26.5 2.7 51.8 





* First admission only. 


** 


Detailed statistics lacking. 
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TABLE 4. 


INCLUSIVE, CLASSIFIED ACCORDING TO STATED AGE INTERVALS AND CORRE- 
SPONDING RATES PER 100,000 POPULATION oF SAME AGE AND SEX 


First ADMISSIONS TO THE NEW YorK CIvit STATE HOSPITALS, 1923 To 1930, 





Number of first admissions 
Year All ages Under 20 Under 15 15 to 19 

M. F. z. M. F. =: M. F. z= M. F. T. 
BE x canis 3,623 3,277 6,900 181 155 336 18 19 37 163 136 299 
eee 3,683 3,250 6,933 188 184 3872 25 19 44 163 165 328 
Rs isiciecc.a:i 3,864 3,571 7,435 223 154 377 33 29 62 190 125 315 
ee 3,966 3,329 7,295 194 155 349 28 21 49 166 134 300 
rer 4,364 3,564 7,928 236 159 395 27 24 51 209 135 344 
re 4,722 3,892 8,614 265 160 425 35 18 53 230 142 372 
I sisie cee 4,726 3,824 8,550 239 162 401 25 9 34 214 153 367 
re 4,955 4,085 9,040 263 207 470 32 25 57 281 163 418 
TABLE 5. PERCENTAGE DISTRIBUTION OF PSYCHOSES OF FIRST ADMISSIONS TO ALL 


HOSPITALS FOR MENTAL DISEASE IN THE UNITED STATES AND CORRESPONDING RATES 
OF FIRST ADMISSIONS PER 100,000 PoPULATION, CLASSIFIED ACCORDING 
TO STATED AGE INTERVALS 





Per cent distribution 
Psychoses All ages Under 20 Under 15 

M. F. ?. M. F. A M. F. 7. 
arial oak Wa se 0.05% 0 ale eae 0.4 0.1 0.3 0.4 0.1 0.3 
ee aghast o eo 8.5 11.0 9.6 - 
With cerebral arteriosclerosis........... 5.4 40 4.8 0.1 0.1 0.4 0.2 
CIENT bbc does csiccceeas see 12.2 4.1 8.8 1.0 0.6 0.8 0.4 0.2 
With cerebral syphilis ............00.. 1.5 0.9 1.2 0.2 0.4 0.3 1.4 0.7 
With Huntington’s chorea............. 0.1 0.2 0.1 0.2 0.1 0.4 0.2 
| Pe ee ere 0.1 0.1 0.1 0.2 0.1 0.4 0.2 
With other brain or nervous diseases... . 0.9 0.9 0.9 1.8 1.3 1.6 4.7 3.3 4.0 
SE Sati 4:8 a Go aiwix eee 6 wide ee" e 5.8 0.9 3.8 0.1 0.1 0.1 
Due to drugs and other exogenous toxins 0.9 0.8 0.9 0.3 0.1 0.2 
I OWA or ek ewne eee A 8 Gem 0.3 1.0 0.6 0.2 0.5 0.3 a 0.4 
With other somatic diseases............ 1.8 3.6 2.5 1.7 2.6 2.1 2.5 2.3 2 
Manic-depressive ............ 11.7 21.7 158.9 10.5 15.8 13.9 4.2 6.0 §.1 
Involution melancholia................ 1.3 4.1 2.5 0.1 0.2 0.1 ae he - 
2a al elk 6k Sarak 618, Bare. 21.5 21.9 21.7 36.7 28.6 33.1 5.9 6.9 6.4 
Paranoia or paranoic conditions........ 2.1 3.4 2.6 0.2 0.2 0.2 0.4 0.9 0.7 
I I ks ic cle e-ees en sanee 2.7 2.3 2.5 7.0 6.5 6.8 10.1 13.0 11.4 
Psychoneuroses and neuroses .......... 4.0 3.7 3.9 2.0 4.5 3.1 3.0 3.3 3.1 
With psychopathic personality.......... 1.4 Ee 1.3 4.2 3.6 3.9 2.1 3.3 2.7 
With mental deficiency................ 2.6 2.7 2.6 10.0 9.6 9.8 13.9 15.3 14.6 
Undiagnosed psychoses................ 6.1 6.4 6.2 6.1 6.4 6.2 7.2 9.7 8.4 
I ck ctw bcncnceweas 8.7 5.1 7.2 17.2 18.7 17.9 44.8 33.8 39.5 





Ns + aoe oes 


100.0 100.0 100.0 


100.0 100.0 100.0 100.0 100.0 100.0 
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TaBLE 4. FIRST ADMISSIONS TO THE NEW YORK CiIviL STATE HOSPITALS, 1923 To 1930, 
INCLUSIVE, CLASSIFIED ACCORDING TO STATED AGE INTERVALS AND CORRESPONDING 
RATES PER 100,000 PopuULATION OF SAME AGE AND SeEx—Concluded 
Rate per 100,000 population 





All ages Under 20 Under 15 15 to 19 

M. F. 38 M. F. 7, M. F. 7. M. F. ?. 

67.2 60.4 63.8 20.8 17.6 19.2 3.8 4.1 3.9 41.1 32.9 36.9 
67.4 59.1 63.3 21.5 20.8 21.2 5.2 4.0 4.6 41.2 40.0 40.6 
70.3 64.5 67.4 25.4 17.3 21.3 6.8 6.1 6.4 48.2 80.5 39.1 
70.2 58.5 64.3 21.9 17.4 19.6 5.7 4.3 5.0 42.2 32.8 37.4 
75.3 61.0 68.1 26.5 4 22.1 5.4 4.9 5.2 53.2 33.1 43.0 
79.4 65.0 72.1 29.6 17.8 23.7 7.0 8.6 5.3 58.7 35.0 46.7 
77.5 62.2 69.8 26.5 17.9 22.2 4.9 1.8 3.4 54.8 37.9 46.2 
79.3 64.9 72.1 29.1 22.8 25.9 6.2 4.5 5.6 59.3 45.2 52.1 


TABLE 5. PERCENTAGE DISTRIBUTION OF PSYCHOSES OF FIRST ADMISSIONS TO ALL 
HOSPITALS FOR MENTAL DISEASE IN THE UNITED STATES AND CORRESPONDING RATES 
OF First ADMISSIONS PER 100,000 POPULATION, CLASSIFIED ACCORDING 
TO STATED AGE INTERVALS—Concluded 











Per cent distribution Rate per 100,000 population 
15 to 19 All ages Under 20 Under 15 15 to 19 

M. F. T. M. F. = M. F. » M. F. z. M. F. , - 
0.4 0.1 0.3 0.4 0.1 0.2 0.1 ° 0.1 ae a ee 0.2 ° 0.1 

° 6.6 6.4 6.5 ba ae eo oe ee “* ie 
0.1 ae - 4.2 2.3 3.3 a “0 od ° os * nd a i 
10 O7 O99 9.4 2.4 6.0 0.2 0.1 0.1 iti * 0.4 0.2 0.3 
0.3 0.2 0.3 1.2 0.5 0.8 0.1 0.1 0.1 “-* 0.1 ° 0.1 0.1 0.1 
0.1 0.1 0.1 0.1 0.1 éu . ad - ad w ae 
0.1 = 0.1 0.1 0.1 0.1 * é2 * bd es e * oe ° 
1.4 1.0 1.2 0.7 0.5 0.6 0.4 0.2 0.3 0.2 0.1 0.2 0.5 0.3 0.4 
0.1 0.1 0.1 4.5 0.5 2.6 S * ° os on ee ° 
0.4 0.1 0.3 0.7 0.4 0.6 0.1 ° e 0.1 ° 0.1 
0.2 0.5 0.3 0.2 0.6 0.4 ° 0.1 0.1 - ad 0.1 0.1 0.1 
1.6 2.7 2.1 1.4 2.1 1.7 0.3 0.4 0.4 0.1 0.1 0.6 0.8 0.7 
11.4 17.4 14.1 9.1 12.6 10.8 2 2.5 2.3 0.2 0.3 0.2 4.1 5.0 4.5 
0.1 0.2 0.1 1.0 2.4 1.7 - a S a ° 0.1 ° 
41.0 32.1 87.0 16.7 12.8 14.8 7.0 4.5 5.8 0.3 0.3 0.3 14.8 9.2 12.0 
2 0.1 0.2 1.6 2.0 1.8 0.1 ad 7 ad a 0.1 S 0.1 
6.6 5.5 6.0 2.1 1.3 1.7 1.3 1.0 1.2 0.5 0.6 0.5 2.4 1.6 2.0 
1.8 4.7 3.1 3.1 2.2 2.6 0.4 0.7 0.5 0.1 0.1 0.1 0.7 1.3 1.0 
4.5 3.7 4.1 1.1 0.6 0.9 0.8 0.6 0.7 0.1 0.1 0.1 1.6 1.1 1.3 
9.5 8.7 9.1 2.0 1.6 1.8 1.9 1.5 1.7 0.6 0.6 0.6 3.4 2.5 3.0 
5.9 5.8 5.9 4.8 3.7 4.3 1.2 1.0 1.1 0.3 0.4 0.4 2.1 1.7 1.9 
13.4 16.3 14.7 6.8 3.0 4.9 3.3 3.0 3.1 2.0 1.4 1.7 4.8 4.6 4.7 
100.0 100.0 100.0 77.8 58.1 68.2 19.2 15.7 17.5 4.4 4.1 43 36.0 28.6 32.3 


* Less than 0.05. 


JULY—1931—J 
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TABLE 6. PERCENTAGE DISTRIBUTION OF PSYCHOSES AMONG FIRST ADMISSIONS TO THE 
New York Civiz STATE HOSPITALS, 1918 To 1922 INCLUSIVE, AND CORRESPONDING 
ANNUAL AVERAGE RATES OF FIRST ADMISSIONS PER 100,000 POPULATION, 
CLASSIFIED ACCORDING TO STATED AGE INTERVALS 

Per cent distribution 











Psychoses All ages Under 20 Under 15 
M. F. = M. F. z. M. F. 

ORR ee eee eee 0.4 0.1 0.3 
EEE See ea ee 7.5 12.2 9.8 
With cerebral arteriosclerosis.......... 8.0 6.3 7.2 om is are ae ois = 
EEE eT CET ere 19.3 5.1 12.5 1.0 0.8 0.9 1.4 5.9 3.3 
Week GORGREOL MUMMIES .w. nc ccceccccces 0.7 0.6 0.7 0.2 0.4 0.3 1.4 _ 0.8 
With Huntington’s chorea ............ 0.2 0.2 0.2 
oe ee ee 0.2 0.1 0.2 se oe i i oe 
With other brain or nervous diseases... . 0.6 0.5 0.6 1.3 1.1 1.2 8.5 3.9 6.6 
I ent iraiinc dis Gian oekiae-% i eal Siw ao 08 5.1 1.6 3.4 0.3 0.2 
Due to drugs and other exogenous toxins 0.3 0.4 0.4 
ee Se ee ee ee * 0.1 = , ‘ Sm a 
With other somatic diseases .......... 1.9 3.9 2.8 1.7 3.9 2.7 2.8 3.9 3.3 
Pee Cree 9.8 19.6 14.4 19.7 32.2 25.1 12 19.6 15.6 
Involution melancholia ............... 2.0 5.5 3.7 a ahs os — ae 
NN ne eee 28.6 27.4 28.0 48.9 284 40.0 183 15.7 17.2 
Paranoia or paranoic conditions........ 1.5 1.8 1.7 : ‘ as ae ; a 
DE RUNNER, 5 ois a's 0.0 0s ee neewiaais 2.7 2.2 2.4 5.3 4.4 4.9 11.2 5.9 9.0 
Psychoneuroses and neuroses .......... 1.3 2.0 1.6 2.3 3.4 2.8 4.2 5.9 4.9 
With psychopathic personality ........ 2.4 2.4 2.4 5.5 7.4 6.3 8.5 7.8 8.2 
With mental deficiency .............. 2.6 2.8 2.7 78. 16.7 9.0 14.1 15.7 14.7 
Undiagnosed psychoses .............. 3.9 4.4 4.1 2.8 3.9 3.3 8.5 3.9 6.6 
Tere eee eee ee 1.0 0.8 0.9 3.2 3.4 3.3 8.5 11.8 9.8 

DEN: Wiakalatsiyveiovtaialac'B 6s & bios aale « 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 


* Less than 0.05. 


TABLE 7. PERCENTAGE DISTRIBUTION OF PSYCHOSES AMONG FIRST ADMISSIONS TO THE 
MASSACHUSETTS STATE HOSPITALS, 1918-1922, INCLUSIVE, AND CORRESPONDING 
AVERAGE ANNUAL RATES OF FIRST ADMISSIONS PER 100,000 PoPULATION, 
CLASSIFIED ACCORDING TO STATED AGE INTERVALS 

Per cent distribution 











Psychoses All ages Under 20 Under 15 
M. F. - oF M. F. z. M. F. 

ee en eee 0.6 0.1 0.4 0.9 0.2 0.5 1.6 re 1.0 
SS Sahat ae Rivtace Ma a $5) RAR Sa 8.0 bwo.d a 7.0 12.2 9.4 

With cerebral arteriosclerosis .......... 9.7 7.0 8.4 on 7 irs =< ii <i 
EO Pe Tere ree 11.3 3.2 7.4 0.8 0.3 0.5 1.6 ksi 1.0 
TE EE WEED ac ice ccc cccves 0.9 0.8 0.9 0.3 0.2 0.2 1.6 a 1.0 
With Huntington’s chorea ............ 0.2 0.2 0.2 oh 0.2 0.1 as oa > 
DE CRN is win ena bidue «oie ore. 0008 0.3 0.2 0.2 0.2 — 0.1 0.8 wd 0.5 
With other brain or nervous diseases. ... 1.1 1.1 1.1 0.8 0.4 0.6 0.8 ae 0.5 
IPR ee ere eee 9.8 2.4 6.3 

Due to drugs and other exogenous toxins 0.3 0.3 0.3 

I ny as cw da ep elsis swe e6ae ® “a 0.4 0.2 = ae as os = a 
With other somatic diseases............ 2.3 3.8 3.0 1.5 1.6 1.6 1.6 2.3 1.9 
PE Pre ee 6.9 11.9 9.3 4.7 7.1 5.9 4.1 es 2.4 
Involution melancholia................ 1.4 3.4 2.4 , a na ie Uf a 
NN EEO eee ee 24.4 26.8 25.5 34.9 25.7 30.4 9.9 3.5 7.2 
Paranoia or paranoic conditions........ 1.2 2.7 2.0 aia 0.3 0.2 aa ee ra 
I NON nas ois hc ceeds deewes 2.6 3.0 2.8 9.6 8.7 9.2 24.6 26.8 25.4 
Psychoneuroses and neuroses.......... 1.9 2.8 2.3 4.1 4.8 4.4 1.6 8.1 4.3 
With psychopathic personality.......... 1.0 0.6 0.8 2.4 1.5 2.0 0.8 2.3 1.4 
With mental deficiency .............. 3.0 3.0 3.0 8.4 7.1 7.8 6.6 8.1 7.2 
Undiagnosed psychoses .............. 5.7 5.9 5.8 4.7 4.2 4.4 3.3 3.5 3.4 
ctu 6tewe eben ak eens 8.4 8.2 8.3 26.7 37.7 382.0 41.0 45.4 42.8 





PE as a4 and eR ERe eee b OM Ue 4 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
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TABLE 6. PERCENTAGE DISTRIBUTION OF PSYCHOSES AMONG FIRST ADMISSIONS TO THE 
New YorkK Civi. STATE HOSPITALS, 1918 TO 1922 INCLUSIVE, AND CORRESPONDING 
ANNUAL AVERAGE RATES OF FIRST ADMISSIONS PER 100,000 POPULATION, 
CLASSIFIED ACCORDING TO STATED AGE INTERVALS—Concluded 


Per cent distribution Rate per 100,000 population 
15 to 19 All ages Under 20 Under 15 15 to 19 
F. 2. _— =. F. ?. M. F. _ M. F. 
0.3 * 0.2 





1.0 0.4 0.7 13.3 8.2 8.3 0.2 0.1 0.2 “6 0.1 0.1 0.4 0.1 0.3 
0.1 0.4 0.3 0.5 0.4 0.4 . 0.1 as ni os - 0.1 0.1 0.1 


08 09 O09 0.4 0.3 0.4 03 O02 O02 08 0.1 0.2 0.3 0.3 0.3 


0.3 os 0.2 8.5 1.0 2.3 0.1 oe " o* oe o° 0.2 oe 0.1 
oe 0.2 0.3 0.2 
* * * 


1.6 3.9 2.6 1.3 2.4 1.9 0.4 0.7 0.5 0.1 0.1 0.1 0.7 1.3 1.0 
20.2 33.1 25.8 6.7 12.2 9.4 4.6 5.6 5.1 0.4 0.4 0.4 93 11.0 10.2 
2° oe ee 1.4 8.4 2.4 oe oe oe a _ ee ee o* oe 
51.3 29.3 41.8 19.7 17.1 184 11.3 4.9 8.1 0.6 0.4 0.5 23.5 9.8 16.4 
‘3 o* , 1.1 1.1 1.1 oe a pie o~ oe oe o-” on os 
4.8 4.3 4.6 1.9 1.4 1.6 1.2 0.8 1.0 0.4 0.1 0.2 2.2 1.4 1.8 
2.2 3.3 2.7 0.9 1.3 1.1 0.5 0.6 0.6 0.1 0.1 0.1 1.0 1.1 } 
5.3 7.3 6.1 1.6 1.5 1.6 1.3 1.3 1.3 0.3 0.2 0.2 2.4 2.4 2.4 
7.3 10.3 8.6 1.8 1.8 1.8 1.8 1.8 1.8 0.4 0.4 0.4 3.4 3.5 3.4 
2.4 3.9 3.0 2.7 2.8 2.7 0.7 0.6 0.7 0.3 0.1 0.2 1.1 1.3 1.2 
2.7 2.9 2.8 0.7 0.5 0.6 0.7 0.6 0.7 0.3 0.3 0.3 1.3 1.0 1.1 





100.0 100.0 100.0 68.9 62.5 65.7 23.1 17.8 20.2 8.1 2.3 2.7 45.9 83.3 39.4 
* Less than 0.05. 


TABLE 7. PERCENTAGE DISTRIBUTION OF PSYCHOSES AMONG First ADMISSIONS TO THE 
MASSACHUSETTS STATE HOSPITALS, 1918-1922, INCLUSIVE, AND CORRESPONDING 
AVERAGE ANNUAL RATES OF FIRST ADMISSIONS PER 100,000 PoPULATION, 
CLASSIFIED ACCORDING TO STATE AGE INTERVALS—Concluded 








Per cent distribution Rate per 100,000 population 
15 to 19 All ages Under 20 Under 15 15 to 19 

M. F. ?. M. F. M. F. = M. F. . M. F. 
0.8 0.2 0.4 0.6 0.1 0.3 0.4 0.1 0.2 0.2 ee 0.1 0.5 0.1 0.3 
ae ie ‘ 6.6 9.9 8.3 8 oe ee ee oe ee 
a on . 9.2 5.7 7.4 os <s ae - oe oe se ee ie 
0.6 0.4 0.5 10.6 2.6 6.5 0.3 0.1 0.2 0.2 sa 0.1 0.4 0.3 0.3 
6 0.2 0.1 0.9 0.7 0.8 0.1 0.1 0.1 0.2 se 0.1 eo 0.1 0.1 

0.2 0.1 0.1 0.2 0.2 Sa 0.1 bd sn o* —“~ ee 0.1 0.1 
ct i “s 0.3 0.1 0.2 0.1 me ba 0.1 ‘ 0.1 6 24 4 
0.8 0.6 0.7 | 0.9 1.0 0.3 0.2 0.3 0.1 os 0.1 0.5 0.4 0.5 
5 fe ‘ie a 9.2 2.0 5.5 art 

0.3 0.3 0.3 

1.4 1.5 1.5 2.2 8.0 2.6 0.6 0.6 0.6 0.2 0.2 0.2 1.1 1.0 | 
4.8 8.3 6.5 6.4 9.7 8.1 2.0 2.7 2.4 0.6 ‘7 0.3 3.5 5.7 4.6 


oe és ea 1.3 2.8 2.1 -* <« ie ‘ 

40.6 29.3 385.0 23.9 21.7 22.3 14.6 9.9 12.2 1 
os 0.4 0.2 1.2 2.2 1.7 sé 0.1 0.1 
6.1 5.8 6.0 2.4 2.4 2.4 
4.7 4.3 4.4 1.8 2.2 2.0 
2.8 1.3 2.1 0.9 0.5 0.7 
8.9 6.9 7.9 2.8 2.4 2.6 
5.0 4.3 4.7 5.4 4.8 5.1 : 

23.5 36.4 29.9 7.9 6.6 7.3 11.% 


0.4 0.9 29.5 20.2 24.8 

- + oe es 0.3 0.1 
0 3.4 3.7 3.6 2.8 3.2 4.5 4.0 4.2 
7 1.9 1.8 0.2 0.8 0.5 3.4 3.0 3.2 


oe 


0 0.6 0.8 0.1 0.2 0.2 2.0 0.9 1.4 
6 2.7 3.1 1.0 0.8 0.9 6.5 4.8 5.6 
0 1.6 1.8 0.5 0.4 0.4 3.7 3.0 3.3 
2 14.5 12.9 6.0 4.7 5.38 17.1 25.1 21.2 


Ke noo > 





100.0 100.0 100.0 94.2 81.1 87.5 41.9 88.6 402 14.6 10.3 12.4 172.7 69.0 70.8 
* Less than 0.05. 








OCCUPATIONAL THERAPY IN NEW YORK CIVIL STATE 
HOSPITALS, 1930* 


BY HORATIO M. POLLOCK AND GERTRUDE M. MACK, 
STATISTICAL BUREAU, STATE DEPARTMENT OF MENTAL HYGIENE 


All of the New York Civil State hospitals maintain large, well- 
organized occupational therapy departments. These operate under 
the joint direction of the director of the State bureau of occupa- 
tional therapy and the superintendents of the respective State hos- 
pitals. Helping the director of the bureau are an assistant director 
and a supervisor of physical instruction. The departments in the 
several hospitals are each conducted by a chief occupational thera- 
pist with the assistance of occupational therapists, physical instruce- 
tors, and attendants. The combined occupational therapy person- 
nel of the State hospital system on June 30, 1930, comprised 16 
chief occupational therapists, 34 occupational therapists, 61 spe- 
cial attendants assigned to treatment work, 7 instructors in physi- 
eal training, and 33 special attendants assigned to physical instruc- 
tion, a total of 151 persons. 

The volume of work carried on by the various departments is 
indicated by the accompanying table of movement of occupational 
therapy patients in the State hospitals. Only patients who receive 
regular treatment in occupational or physical training classes are 
included in the table. 

Referring to Table 1 it is seen that 13,032 patients were receiving 
treatment at the beginning of the year, 15,230 were admitted to 
treatment during the year, 14,688 were discharged from treatment, 
and 13,574 remained under treatment at the end of the year. Of 
the last number 5,886 were receiving physical training only. 

The patients under treatment increased during the year from 
13,032 to 13,574; the increase among males was 1 and among 
females, 541. The number receiving physical treatment only, 
decreased by 292. Notable increases occurred during the year in 
patients under treatment in the following State hospitals: Brook- 


lyn, Buffalo, Gowanda, Kings Park, Manhattan, Marey and 
Willard. 


* Similar studies by Benjamin Malzberg appeared in THE PSYCHIATRIC QUARTERLY for July, 
1929, and for July, 1930. 


> 
YD 
Yes) 


DE M. MACK 


tRTRU 


AND GE 


x f 


HORATIO M, POLLOCI 

































988g SITS SLL°% PLS‘ST OFO'S PES'S sSsO'PT TOS’8 L889 ZOZ‘8s THS‘OT TZ6‘IT OSZ‘ST zPs‘s sse'9 EOS GEr'L sess ‘“""****** [BIOL 
P2P 91% 802 csp LLZ 80% ots PSE 9SP c6z‘T 189 P99 906 tsp ccoPp 68& ost 602 7 sees s  PreirEM 
T8P LLZ 0% SOL Z0P £08 6&9 Loe Zs Pret 6OL ceo ZP9 €Té 628 ZOL 968 908 OF eR EE) ae 
ain = oa Z9r PPL gt 68T ost 68 Igé 6% Ls 98T IPI cP sor eet ar "*** GOUOIMBT “35 
£63 LT TST org 8s T&T OOL c6P S0Z ZIz‘t 918 988 92S b2P Z0T 989 oP PES Ek dk Cr | 
6Es S6T PPT SEL ots 82% cts FIZ TOT €SO'T Pel 628 Tes PPS L8 ZSL Ost SPS eres CAMOTPPIAL 
is c¢ rE IZ LE LT 0% 26 Ig I? 26 Ig If os a € soy pue ysuy “Asq 
PPT 9 os 062 FPS oF c9% 902 6S OcF Sol 068 oLeé 8st SsgoT 8L 0 OL eee DIV 
ste col Ost 10Z‘'T QOFL ccPr O9T'T gs0L LSP 6PP'T ZI6 9LZ'T SPL 833g ¢so‘r TOL 8s a Sere * uByequvyy 
tos IZs 08% SPL'T OSL 866 980‘T PEs og¢ P8Z'T = OSs'T T8L TIGL zos‘t sos ee: 7 Paes yivg ssury 
PLE $92 99L‘T S60'T $EL9 IPL‘T PLL L96 L98‘T OPg'T 9¢8 L16 PEL‘ I €&L JaAIy uospny 
968 SEs TOL SFI 80T LE EPs 861 i | z OLE 9ST ‘'**AOTVA Welle 
L¥Z POT ea 98P 19% hdd 68 P6T CPS OLP 9LE i a 908 6L a eee BepuBsmoy 
629 Sri [8% PILOT [s¢ £et L96 239 cre SLL Ive €g0't 969 ae An 1oourpesly 
S6L ZS z ZIv't TL8 [ps OLP'S O8Z‘'T OFZ'T ZEB‘ ISL‘tT LL2'S 622'T SPOT SOOT ZL8 dis] [v1jyuep 
v6z% 901 8st ZO‘T STL ort S16 [8g Les Sh6'T F6Z'l 69 SIO‘T 69S OFF 826 GZL opegng 
101 6¢ SP Es 602 eoe‘tT s8L Pos L66 SEL 98P'T 608 662 Sst ‘ee * uspqoorg 
S89 008 css 96T'T 689 SSPT PFZ0T TEF €19'T S88OT OITT stl cés't $98 ( uoJUIBYS UT 
Sieh Se Til Be EL E12) ELS TLEETI TTB oa 

ze | z | a | z = | | 3 | | s[eyidsoy 74g 

O€6I ‘OE unr O€6T ‘Og euns | avok avok aBok 6Z61 ‘T Arne 
Ajuo Zurureay JUOUI}BAI} | Zurinp Zulinp Jusurj wes} Julinp juosunvwes ‘yusUI}BveI} 
JUBUTIBVIT] Jory doepun [8jO], depuy 


jeorssyd Surareoey 


aqaaqNY Uva A AHL ONIUAC SIVLIdSOP{ ALVLG 'WAIQ MUOX 





azepuy 




















MAN 








I. “Ok ANAL 


GAL 


NI 


SLNGILVd 





















AdVUGH J, TVNOLLVdO000 JO LNAWAAOW 


‘T @Iavy 





540 OCCUPATIONAL THERAPY IN NEW YORK CIVIL STATE HOSPITALS 


The extent of occupational treatment in 1930 compared with that 
of previous years since the organization of the bureau of occupa- 
tional therapy is shown in Table 2. Marked increases occurred in 
number and percentage of patients under treatment from 1923 to 
1927. Since the latter year, the number of patients has gradually 
increased but the percentage of total patients under treatment has 
slightly declined. The increase in numbers since 1926 has been 
more marked among females than among males. 


TABLE 2. PATIENTS IN THE OCCUPATIONAL THERAPY DEPARTMENTS OF THE NEW YorRK 
CiviL STATE HOSPITALS AT CLOSE OF FiscaL YEAR, 1923-1930, INCLUSIVE 






































Number in Number in occupational therapy 
occupational therapy departments per 100 patients 
departments in the State hospitals 
Date 

Males Females Total Males Females Total 

Pane Ge, BERS siwweasccs ° * 5,340 * ad 16.2 
oume BQ, T0868 2... cccvccs ° sid 7,339 ° * 18.8 
eS ae, * 9,849 * * 24.4 
PUR De BOO casicccccs 5,146 6,923 12,069 26.4 31.7 29.2 
eS rar 5,134 7,839 12,973 25.3 34.8 30.3 
ee ee 5,673 7,372 13,045 26.9 31.5 29.3 
a 5,533 7,499 13,032 25.8 31.4 28.8 


wane BO, 2088 .cccsscccs 5,534 8,040 13,574 24.5 32.5 28.7 











* Data not available. 


Apparently, occupational classes are more easily organized for 
females than for males, as all of the State hospitals, except Bing- 
hamton and Kings Park, were treating at the end of the fiscal year 
more females than males. Even in the physical training classes 
there were more females than males. 

Considering the patients receiving occupational treatment at the 
end of year, other than physical training, as shown in Table 3, it is 
noted that during the past four fiscal years, the number and per- 
centage of females have greatly exceeded those of males. In 1930 
the percentages were 19.9 and 12.2, respectively. 
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TABLE 3. PATIENTS IN THE OCCUPATIONAL THERAPY DEPARTMENTS OF THE NEW YORK 
Civiz STATE HOSPITALS (EXCLUSIVE OF THOSE IN RECEIPT OF 
PHYSICAL TRAINING ONLY) 




















Number per 100 patients 
Number in the State 
hospitals 
Date 
Males Females Total Males Females Total 
wee. BO, BORE ccccvccses 2,098 4,714 6,812 10.3 21.0 15.9 
aS ee eee ee 2,421 4,658 7,079 11.5 19.9 15.9 
Dae BO, BORO weccacesa. 2,481 4,373 6,854 11.6 18.3 15.1 
ons BG, BORO csatccavex 2,761 4,927 7,688 12.2 19.9 16.2 





Cases TREATED DuRING YEAR 
Statistical cards are submitted to the bureau of statistics of the 
Department of Mental Hygiene for all patients treated in occupa- 
tional classes, except those receiving physical training only. The 
number of such patients of the several State hospitals for the fiscal 
year ended June 30, 1930, is shown in Table 4. 


TABLE 4. PATIENTS* TREATED IN OCCUPATIONAL THERAPY DEPARTMENTS OF THE NEW 
YorkK CiviL STATE HOSPITALS DURING THE FISCAL YEAR ENDED JUNE 30, 1930 








Rate per 100 patients under 
Number care in the State hospitals 
during year 


State hospitals 














Males Females Total Males Females Total 
| | 

I nok. gk incalene wees 369 452 821 19.6 30.4 24.4 
a eae ee ere 648 783 1,431 41.9 42.5 42.2 
ME dk eds blak 2b a de Kee 158 520 678 10.8 82.2 22.0 
ee eee 668 929 1,597 13.7 24.0 18.3 
a re eran 251 397 648 29.1 38.2 34.1 
en ee 156 233 389 16.3 33.4 23.5 
Harlem Valley .....sccess 161 235 396 19.6 27.5 23.6 
Hudson River............ 349 507 856 14.4 18.2 16.4 
St 922 1,490 2,412 26.6 41.8 34.3 
ER ee 610 1,222 1,832 13.7 22.3 18.5 
SE KAmeeaakerae dems aen 61 381 442 14.2 68.8 44.9 
a eee 15 113 128 0.9 6.0 8.6 
Psy. Inst. and Hosp. ...... 45 59 104 67.2 81.9 74.8 
IE a cs ok Cok ow an 18 250 268 1.6 17.6 10.4 
ee 34 237 271 2.7 16.3 10.0 
ee eee 369 202 571 29.5 15.7 22.5 
NE Sei iia Wile hace eee 253 253 oi 15.5 7.9 
DEE virneevsawewane 4,834 8,263 13,097 16.0 26.2 21.2 

















* Exclusive of those receiving physical training only. 
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Of the 13,097 patients treated, 4,834 were males and 8,263 were 
females. All of the State hospitals treated more females than 
males. The rate of patients given occupational therapy per 100 
patients under care in the several hospitals varies widely. The 
highest percentages are found in Brooklyn and Marcy State hos- 
pitals and the Psychiatric Institute and Hospital, and the lowest 
percentages in Middletown and Willard State hospitals. In the 
latter hospitals almost no male patients are given occupational 
treatment. 

Comparing the volume of the work with that of the previous year 
it is noted that there were increases in 1930 in the number of 
patient given occupational treatment in all of the State hospitals 
except Central Islip, Creedmoor and Willard. In all hospitals 
combined the number of patients treated increased from 12,091 in 
1929 to 13,097 in 1930. The percentages of all patients under care 
receiving occupational treatment in the two years were 20.4 and 
21.2, respectively. Of the male patients 16 per cent received oceu- 
pational therapy in 1930 and of the female patients, 26,2 per cent. 

That the trend in extent of occupational treatment both relatively 
and absolutely is upward is clearly shown by Table 5. The number 
of patients treated in the occupational therapy departments of the 
hospitals has increased steadily from 8,684 in 1926 to 13,097 in 
1930. The percentage increase during the same period was from 


16.4 to 21.2. 


TABLE 5. PATIENTS TREATED IN THE OCCUUPATIONAL THERAPY DEPARTMENTS OF THE 
New YorxK STATE HOSPITALS DURING THE FISCAL YEARS, 1926-1930 





























Number per 100 patients under 
Number care in the State hospitals 
during year 
Year 

Males | Females Total Males Females Total 

BE, skeet ceichnee nee cee 2,817 5,867 8,684 23.3 21.2 16.4 
GE reGla wate ees yuk nad eae 8,239 6,723 9,962 12.3 23.9 18.3 
EY hac a wa bamerda.b ak Sista 3,814 7,210 11,024 13.7 24.6 19.3 
hick hl eh ea Saisie 4,504 7,587 12,091 15.6 25.0 20.4 


ere eee ee ter ee ee 4,834 8,263 13,097 16.0 26.2 21.2 
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Some years ago, it was quite generally thought that occupational 
therapy was of value principally in the treatment of dementia pre- 
cox patients. Perhaps the idea grew out of the fact that dementia 
precox cases constitute much the largest single group of patients 
eared for in State hospitals and the further fact that a large part of 
the cases with this psychosis is available for occupational treat- 
ment. At present, occupational therapy is used for patients of 
nearly all psychotic groups with gratifying results. Table 6 sets 
forth the clinical classification of the cases reported by the occupa- 
tional therapy departments in 1930, together with the percentage 
of each group that received treatment. Numerically, dementia 
precox and manic-depressive patients constitute the largest groups 
in the occupational classes; some other psychoses, however, are 
represented by larger percentages. 

The general average percentage of patients of all psychoses 
receiving occupational treatment in 1930 was 21.2. Psychoses with 
percentages considerably above such average include psychoses 
with other brain or nervous diseases, psychoneuroses and neuroses, 
manic-depressive psychoses, involutional melancholia and _ psy- 
choses with psychopathic personality. Psychoses with percentages 
significantly below the general average included the senile, arterio- 
sclerotic, alcoholic and paranoic groups. As would be expected the 
percentage of females exceeds that of the males in nearly every 
group of psychoses. 
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TABLE 6. DIAGNOSES OF PATIENTS TREATED IN OCCUPATIONAL THERAPY DEPARTMENTS 
OF THE NEW YorK Civit STATE HOSPITALS DURING THE FISCAL YEAR 
ENDED JUNE 30, 1930 






































Rate per 100 patients 
Number in the State 
hospitals 
Psychoses en 

Males | Females| Total Males Females Total 

IN sia alin by ponik nieernie ae bbe bud 44 9 53 17.5 19.1 17.7 
Ser eee ae 7 217 294 8.9 14.2 12.3 
With cerebral arteriosclerosis ...... 167 219 386 9.4 15.2 12.0 
TCE CO Tree E eee 384 193 577 15.9 27.5 18.5 
With cerebral syphilis ............ 28 36 64 13.5 24.5 18.1 
With Huntington’s chorea ........ 4 2 6 12.1 8.3 10.5 
PEE SEI ok ce cceiencs as can ie 1 1 ua 5.6 2.8 
With other brain or nervous diseases 92 83 175 29.0 35.5 31.8 
I oa sie habe oe 06 wale eave'd. <a 217 113 330 11.2 20.4 13.2 
Due to drugs and other exogenous toxins 3 14 17 6.7 25.0 16.8 
a — 1 1 so) 25.0 25.0 
With other somatic diseases........ 19 76 95 10.5 24.5 19.3 
I ihe cos sciaid aie Races 501 1,705 2,206 19.6 35.3 29.8 
Involution melancholia ............ 54 312 366 13.2 31.8 26.4 
EE are 2,708 4,238 6,946 17.5 25.9 21.8 
Paranoia or paranoic conditions.... 84 156 190 6.5 14.9 12.1 
Epileptic psychoses ...............- 121 156 277 16.1 24.0 19.8 
Psychoneuroses and neuroses ...... 46 130 176 22.1 38.9 32.5 
With psychopathic personality ...... 106 184 290 21.5 35.5 28.6 
With mental deficiency ............ 119 289 408 11.8 25.4 19.0 
Undiagnosed psychoses ............ 103 122 225 19.3 24.2 21.6 
IE Og 6 ook ecics cc caw 7 7 14 8.3 15.2 10.8 
EE tae ap eae g ar are 4,834 8,263 13,097 16.0 26.2 21.2 














Compared with percentages shown in a similar table for 1929, 
there were notable increases in 1930 in the following groups: Gen- 
eral paralysis from 15.3 to 18.5; psychoses with psychopathic per- 
sonality, from 23.9 to 28.6; and undiagnosed psychoses, from 12.5 
to 21.6. 
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ConDITION oF PATIENTS AFTER TREATMENT 


At the end of the fiscal year or at the time of discontinuance of 
occupational treatment, an evaluation of the condition of each 
patient is made and the results are reported on the statistical card 
sent to the central statistical office of the Department. A summary 
of reported condition of patients appears in Tables 7 and 8. It is 
of course understood that the recovery or improvement of patients 
is not due to occupational therapy alone but is contributed to by 
all influences to which the patients are subjected. In many cases, 
however, occupational therapy is the principal treatment given the 
patient during the period under consideration. Referring to Table 
7 it is seen that of the 13,097 cases tabulated, 307, or 2.3 per cent, 
were reported as recovered; 5,836, or 44.6 per cent, as improved; 
6,643, or 50.7 per cent, as unimproved; 213, or 1.6 per cent, as 
deceased ; and 98, or 0.7 per cent, were unreported with respect to 
condition. The small percentage of recovered cases is probably due 
to the practice of discontinuing occupational treatment before com- 
plete recovery occurs. 

Marked variations from the above percentages appear in the 
results of the several hospitals. Some hospitals report no cases 
as recovered. The percentages of improved cases vary from 29.8 
in Gowanda State Hospital and 30.3 in Hudson River State Hos- 
pital to 71.9 in Middletown State Hospital and 70.1 in St. Lawrence 
State Hospital. It is probable that a more hopeful class of patients 
were treated in the last two hospitals, as the number of patients 
receiving systematic occupational treatment in the latter hospitals 
is comparatively small. 
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548 OCCUPATIONAL THERAPY IN NEW YORK CIVIL STATE HOSPITALS 


In general, reported condition of treated patients in 1930 was 
somewhat less favorable than in 1929 and the three preceding years, 
Comparison of percentages reported as recovered, improved and 
unimproved in the five years from 1926 to 1930, inclusive, is shown 
in Table 9. Results vary slightly from year to year but no definite 
trends are observable. 


TABLE 9. REPORTED CONDITION OF PATIENTS AFTER TREATMENT IN OCCUPATIONAL 
THERAPY DEPARTMENTS OF THE NEW YORK ClIvit STATE HOSPITALS, PER 100 
UNDER TREATMENT, DURING FISCAL YEAR ENDED JUNE 30, 1926 
1927, 1928, 1929 and 1930 














Of every 100 under treatment 





























Recovered Improved Unimproved Died Unreported 
Years 
nr nD n Dn n 
& ; & ‘ & . a & 
slelg/2/2l3/]2/2 |e | 1/21/38 121813 
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SORT issse 19 2.3 2.2 46.8 50.0 49.0 49.2 446 461 09 1.1 1.0 1.2 2.0 1.7 
ae eee 2.6 24 2.4 47.5 45.6 463 47.8 49.7 49.0 1.0 16 14 1.1 0.7 0.9 
eee 2.2 2.2 2.2 49.9 47.1 48.2 45.1 48.7 47.38 1.7 16 16 1.1 0.4 0.7 
| 3.8 2.8 2.38 47.1 48.1 44.6 48.0 52.3 50.7 18 15 16 08 0.7 0.7 











The reported condition of patients treated classified by psychoses 
is set forth in Tables 10 and 11. It will be noted that recoveries 
occurred in nearly every psychotic group, and that improvement 
took place in a large percentage of the patients treated of each 
group. The large percentages of cases reported as unimproved 
was due in part to the short period of treatment of a considerable 
proportion of the patients. Some cases proved unsuitable for class 
treatment; others came into the classes near the close of the year. 

In both 1930 and 1929, slightly more favorable results were 
reported for males than for females. This was especially 
noticeable in the manic-depressive and dementia precox groups. 
Here, again, selection of patients for treatment may have been a 
factor. 

Psychoses in which improvement is reported in a large propor- 
tion of cases in both 1930 and 1929 include alcoholic, manic-depres- 
sive, psychoneuroses and neuroses, and psychoses with psycho- 
pathic personality. 
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CoNCLUSIONS 


1. The trend in occupational therapy in the New York State 
hospitals is upward. 

2. The number of patients given physical training only was less 
in 1930 than in 1929. 

3. More females than males receive occupational treatment. In 
two State hospitals practically no males are in occupational classes 
other than those for physical training only. 

4. Occupational therapy can be successfully used for patients 
of all types of mental disease. 

5. That further expansion of occupational treatment is possible 
is shown by the fact that it is used to a greater extent in some hos- 
pitals than in others. 


The development and maintenance of the comprehensive system 
of occupational treatment in use in New York State hospitals 
reflect great credit on the director of the bureau of occupational 
therapy and her capable assistants. Through skillful planning and 
through the generous cooperation of superintendents, physicians, 
nurses and attendants, the system has probably become the largest 
and most effective of its kind in the whole world. 


JULY—1931—kK 








THE DURATION OF HOSPITAL LIFE FOR MENTAL PATIENTS 
(SeconpD Paper) 


BY RAYMOND G. FULLER, pirecTor 
AND 
MARY JOHNSTON, STATISTICIAN 
Study of the Occurrence and Social Significance of Mental Diseases 
in New York State’ 

Fifty-one per cent of first admissions to the civil State hospitals 
of New York have less than a year’s total residence in these insti- 
tutions, while 13 per cent are in hospital 16 years or longer. 

Of the patients with less than a year’s duration of hospital life, 
to use fractional terms, about four-eighths are discharged as recov- 
ered, much improved, or improved; about three-eighths of this num- 
ber die in hospital; while about one-eighth of the same group, 
including those transferred out of the hospital system or deported 
to other states or countries, are discharged as unimproved. 

At the end of 16 years of observation, nearly 35 per cent of the 
original group of first admissions have been discharged as recov- 
ered, much improved, or improved; about 7.5 per cent as unim- 
proved; while slightly over 42 per cent have died in hospital. 
Nearly 16 per cent are in hospital walls at the end of this 
period, most of them having been there all or practically all of the 
time, except possibly for a few months.’ 

Roughly, therefore, out of each 100 first admissions, the distribu- 
tion of the group by outcome, on the basis of 16 years of observa- 
tion, is as follows: 


Discharged, with favorable outcome ............2.cceeeee0- 35 
I AUMUND: 55s kn alive cian, or 400. We r30 6 lai ae wa siQne ia'e 7 
EIN 40555 5s w aba ele te gg inlaw wi mek SIRG a eats aC bk wT Le 42 
EE ONE OE MOTOS 6. a.6.o cca <u ehicet wank ade adas sean 16 

100 


1. A research project conducted under the auspices of the State Charities Aid Association in 
collaboration with the State Department of Mental Hygiene. Dr. Horatio M. Pollock, Director 
of the Statistical Bureau of the Department, is serving the study as consultant. 


2. The foregoing statements as to outcome refer to the condition on discharge from the last 


residence which the patient had in any civil State hospital within the period of observation. As 
shown in a previous article (Fuller, R. G., Readmissions in the Hospital History of Mental 
Patients During Eighteen Years Following First Admission, PSYCHIATRIC QUARTERLY, January, 
1931) dealing with readmissions among the same group of patients as are here considered, 
slightly over 87 per cent of first admissions have only one residence. 
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The average duration of hospital life of mental patients is 49.2 
months, but comparatively few cases cluster around this average 
duration. The median duration of hospital life is only 11.4 months, 
which is the time spent in hospital walls by the middle patient in 
the series of all patients considered. Half of the patients are in 
hospital less than 11.4 months, and for them the average duration 
is 3.7 months. For the other half the average is 99.6 months. 

These findings are the result of an analysis of the hospital his- 
tories of all patients with mental disease admitted to the civil State 
hospitals during a two-year period. Significant variations by sex 
and psychosis will be shown in the following pages. We shall also 
present corresponding data relating to first admissions during later 
periods. The duration study as a whole, therefore, refers to the 
hospital histories of all first admissions to civil State hospitals dur- 
ing three periods of two years each." 

These three periods (hereinafter called ‘‘selection perioids’’) 
are as follows: October 1, 1909 to September 30, 1911; October 1, 
1914 to September 30, 1916; and October 1, 1919 to September 30, 
1921. The number of patients admitted in the first period is 11,050; 
in the seeond, 12,550; in the third, 13,473; in all three together, 
37,073. 

To repeat, in substance, the explanation of method contained in 
our preliminary article on the duration of hospital life for mental 
patients,’ it may be said that the histories were followed, in each 
case, from date of first admission up to and including June 30, 1928, 
by reference to the card records on file in the Statistical Bureau of 
the New York State Department of Mental Hygiene. For purposes 
of clarity in the presentation of data, however, the duration of hos- 
pital life of patients whose first admissions occurred in the first 
selection period is shown for a maximum of exactly 16 years; of 
patients first admitted in the second selection period, for a maxi- 
mum of exactly 11 years; and of patients who entered hospital for 
the first time during the third selection period, for a maximum of 
exactly 6 years. 


1. Omitting the small number who were diagnosed as “not insane’ or “without psychosis.” 
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2. Fuller, R. G., and Johnston, Mary. The Duration of Hospital Life for Mental 
Patients (Preliminary Paper), PSYCHIATRIC QUARTERLY, April, 1931 
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Thus we have three periods of observation, corresponding with 
the three selection periods. It should be understood that the obser- 
vation period of 16 years means that the record of every individual 
patient first admitted in 1909-11 is complete for a period of 16 
years, with respect to such items of information as discharge, read- 
mission, death, or continued presence in hospital. Similar state- 
ments may be made of the later selection periods and shorter 
periods of observation. 

The data are presented separately for each of the selection 
periods, because of the difference in the length of time during which 
the cases of these three periods were observed, and because of 
whatever interest and value there may be in comparing the findings 
for the several periods of selection. There is a striking agreement 
of results as among these three periods, and this taken with the 
large number of patients in each group, gives these results a high 
degree of reliability. 

The duration figures on which our tables and charts are based 
represent the actual time spent by the patients in any of the civil 
State hospitals, exclusive of parole. This of course, does not show 
all the time during which the patient was on the hospital books or 
under hospital supervision, but accords with the usual statistical 
practice in regard to the use of the term, ‘‘duration of hospital 
life.”’ 

To these explanations of method and terminology we may add 
that the category of ‘‘improved,’’? as employed in this report, 
includes patients discharged as ‘‘improved’’ and ‘‘much im- 
proved,’’ and that when we speak of patients with a ‘‘favorable 
outcome’’ we mean those discharged from their last hospital resi- 
dence as ‘‘recovered,’’ ‘‘much improved”’ or ‘‘improved.’’ Sep- 
arate account is taken of patients falling under several different 
diagnostic classifications. We are showing the duration and out- 
come of hospital life for the following groups: Manie-depressive 
psychoses, dementia precox (schizophrenia), senile psychoses, psy- 
choses with cerebral arteriosclerosis, aleoholic psychoses, general 
paralysis, other psychoses, and all psychoses combined. 
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TABLE I. DIAGNOSTIC COMPOSITION OF FIRST ADMISSIONS DURING THE THREE SELECTION 
PERIODS, 1909-11, 1914-16, 1919-21 




















Period beginning 
1909-11 | 1914-16 1919-21 
Psychoses } - = a — 
| Number | Per cent | Number | Per cent Number Per cent 
om >t 
Manic-depressive 1579 | 14.3 1868 | 14.9 1,873 13.9 
Dementia precox 2,481 22.4 3,549 28.3 4,119 30.6 
Senile 1,200 169 | i392 | 9.5 1,270 9.4 
Arteriosctferotic 273 | 2.5 | 680 | 5.4 1,070 7.9 
Aleoholic | 1,104 10.0 | 739 | 63 322 2.4 
General paralysis 1,553 14.0 1,669 13.3 1,654 12.3 
Other psychoses 2,860 25.9 | 2,803 22.3 3,165 23.5 
= : _ EE RRR 
All psychoses 11,050 100.0 12,550 100.0 13,473 | 100.0 


The diagnostic composition of the first admissions whose hospital 
histories were studied is shown in Table I. It will be seen that 
there are differences, as among the three selection periods, in the 
proportion of patients in certain diagnostic groups with reference 
to the total number of first admissions in each period. In the 20 
years from 1909-11 to 1919-21, the increase in number and propor- 
tion of dementia precox patients and of arteriosclerotie patients 
was marked, while a notable decrease took place in the number and 
proportion of alcoholic first admissions. 

Sex, as well as psychosis, is a factor affecting the duration and 
outcome of the hospital life of mental patients, so it is well to set 
forth the sex composition of the first admissions studied. In each 
selection period, not only did the male patients outnumber the 
female for general paralysis, arteriosclerotic and alcoholic psy- 
choses, but the ratio of male to female patients among the first 
admissions increased from 1909-11 to 1919-21. For manic-depres- 
sive, senile and the ‘‘other psychoses’? the number of female 
patients in each selection period was greater than the number of 
males, with a marked increase in the ratio with regard to senile 
first admissions. These facts are shown in detail in Table I. 
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CHartT I—ALL PsycHosEsS—Percentage distribution of all first admissions, 1909-11, 


according to total duration of hospital life during a 16-year period of observation 


Before considering the variations by sex and psychosis which our 
study of duration and outcome discloses, we may return briefly to 
some of general statements already made with reference to the ‘‘all 
psychoses’’ group—that is, the total group of patients without dis- 
tinction as to sex and psychosis. Chart I shows graphically, for 
the first admissions of the earliest selection period, 1909-11, the 
percentage distribution of these patients by specified duration 
intervals. The data not only for this group, but also for the cor- 
responding groups representing the later selection periods, are 
shown in Table III. The three pictures, up to the sixth yearly 
interval, are seen to be practically the same. 

Though the average duration for all psychoses of 4.1 years 
is an interesting and significant fact, especially from the 
administrative standpoint, Chart I makes clear the equally interest- 
ing and significant fact that comparatively few patients fall 
into groups between the short and the long periods of dura- 
tion of hospital life; in other words, that mental patients tend to be 
in hospital either a very short time, all told, or else a very long 
time. Referring to Table III, and the data there presented relat- 
ing to the 1909-11 group of first admissions, it will be observable 
further that nearly three-quarters of all first admissions are 
accounted for as having a duration of hospital life of less than five 
years. 
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TABLE III. ALL PsycHoses—ToraL DuRATION or HospiTaL Lire oF FIRST ADMISSIONS, 


1909-11, 1914-16 AND 1919-21 


















































Period begiuning 
Total duration of nae 
hospital life 1909-11 1914-16 1919-21 
Number | Percent Number Per cent Number Per cent 

Under 1 year 5,624 50.9 6,389 50.9 6,995 51.9 
1 to 2 years 1,209 11.0 1,324 10.6 1,495 11.1 
2 to 3 years 586 5.3 690 5.5 776 5.8 
3 to 4 years 389 3.5 486 3.9 464 3.4 
4 to 5 years 300 2.7 383 3.0 377 2.8 
5 to 6 years 219 2.0 287 2.3 291 2.2 
6 to 7 years 206 1.9 204 1.6 3,075 22.8 
7 to 8 years 193 1.7 237 1.9 
8 to 9 years 160 1.4 184 1.4 
9 to 10 years 126 1.1 147 1.2 
10 to 11 years 109 1.0 192 1.5 
11 to 12 years 125 il 2,027 16.2 
12 to 13 years 82 of 
13 to 14 years 84 8 
14 to 15 years 86 8 
15 to 16 years 116 1.1 
16 to 17 years 1,436 3.0 

All durations | 11,050 | 100.0 12,550 100.0 13,473 100.0 


























Sex AND PsycHosiIs 


The average duration of hospitalization during a 16-year period 
from time of first admission is 3.7 years for males and 4.7 years for 


females. 


Detailed sex differences in percentage distribution of 


patients according to periods of duration are shown in Table IV. 
A qualifying statement, however, should be made at this point: 
namely, that the differences shown and discovered in this paper are 
not, strictly speaking, sex differences, but rather are differences 
between the sex groups. In other words, the groups compared have 
not been so selected as to leave the sex factor as the only variable, 
but merely represent the sex groups as they exist in the hospital 


population. 
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TaBLE 1V. ALL PSYCHOSES—PERCENTAGE DISTRIBUTION OF TOTAL DURATION OF HOs- 
PITAL LIFE, REPORTED BY SEX, FOR FIRST ADMISSSIONS, 1909-11, 1914-16 AND 1919-21 
































Period beginning 
Total duration of 190911 Ss] —ts«éi 2-26 1919-21 
hospital life te = ah a 
Male | Female | Male | Female Male Female 
Under 1 year 54.1 | 474 | 547 | 468 53.3 50.4 
1 to 2 years 12.0 | 98 | 111 | 10.0 12.1 10.0 
2 to 3 years 5.4 5.2 | 5.6 | 5.4 6.0 5.5 
3 to 4 years 3.1 4.0 | 38 | 4.0 3.2 3.7 
4 to 5 years 2.4 3.1 | 3.1 | 3.1 2.5 3.1 
| | 
5 to 6 years 1.8 2.2 2.0 | 2.6 2.0 2.3 
6 to 7 years 1.6 a 1.4 1.8 20.9 25.0 
7 to 8 years ig * a 16 | 2.2 
8 to 9 years 1.4 15 | 1.2 1.7 
| 
9 to 10 years 9 1.4 Le 4 1.2 
| 
10 to 11 years 2 1.1 | 1.3 1.8 
11 to 12 years 9 14 | +f 19.4 
12 to 13 years 5 1.0 
13 to 14 years Ri 8 
14 to 15 years of 9 | 
15 to 16 years 9 1.2 
16 to 17 years 11.0 15.2 
All durations | 100.0 100.0 100.0 100.0 100.0 100.0 





The same general trend in regard to duration of hospital life 
holds for each sex, but for males the period of hospitalization is 
shorter than for females. During the 16-year period, 71.5 per cent 
of men receive less than three years of hospital care, while only 
62.4 per cent of the women fall in the same category. For the 
longer duration intervals the proportion of women is higher—16.4 
per cent of female first admissions are in hospital 15 years or more 
as against 11.9 per cent of males. 

Variations in duration of hospital life according to psychosis are 
not as great as might be expected. Six differentiated diagnostic 
groups, and a group representing all other psychoses, have been 
studied. It is only for one of them, dementia precox, that any 
extreme departure from the general rule is to be noted. Table V 











560 THE DURATION OF HOSPITAL LIFE FOR MENTAL PATIENTS 


shows the percentage distribution of duration of hospital life 
according to psychosis. 


TABLE V. ALL PSYCHOSES—PERCENTAGE DISTRIBUTION OF TOTAL DURATION Of 
HospiraL Lire, REPORTED BY PSYCHOSIS, FOR FIRST ADMISSIONS, 




















1909-11, DURING A 16-YEAR PERIOD OF OBSERVATION 
Total || aeeierae | Demen- | Arte- | Gen- | aad 
Total duration of for all || poe tia | Senile | rio- Alco- eral — 
hospital life | psy. pe i pre- | sclero- | holic paraly- dimen 
| choses cox | tic | sis 
Sicmaiae + eee =a oe 
Under 1 year | 50.9 59.7 27.4 | 57.9 | 55.7 | 62.7 55.3 56.0 
1 to 2 years 11.0 11.9 7.2 3.1 | 139 | 82 | 19.9 8.7 
2 to 3 years 5.3 5.1 44 | 6.4 5.5 | 43 8.8 4.2 
3 to 4 years 3.5 31; 3. | 54] 62 2.1 4.1 3.3 
4 to 5 years 2.7 2.7 Si | 423) 261 28 2.6 2.1 
| | | | 
5 to 6 years | 2.0 1.3 23 | 34] 37 1] 30 1.1 1.9 
6 to 7 years | 19 18] 28] 15 | 26] 14 9 | 19 
7 to 8 years | 1.7 2.5 2.1 15 | 22 9 1.4 
8 to 9 years | 1.4 6 a7 i i) 15 | 11 2 1.8 
9 to 10 years | 11 | 1.0 23 | 12 | 11 | 6 11 
| 
10 to 11 years | 1.0 8 | 23 Eee 5 Ome 2 8 
11 to 12 years Fe 4 2.3 | 9 3 | 13 2 1.1 
12 to 13 years ee A 1.7 1| 7 | 4 ti 2 
13 to 14 years 8 5 1.6 Se) #212 ei gee 
14 to 15 years | 8 7 2.3 a4 | 1 | 4 
| | az | 
15 to 16 years Ll 6 | 23 Oia | 1.0 2/ 9 
16 to 17 years 13.0 77 | 298] 17] 22] 91] 52] 129 
All durations | 100.0 100.0 | 100.0 | 100.0 | 100.0 | 00.0 | 100.0 | 100.0 





* Less than one-tenth of one per cent. 


In this table, as in the preceding text, outcome of hospitalization 
has not been considered. Duration may be very much the same for 
two different diagnostic groups but for very different reasons. 
For example, the percentages of manic-depressive and senile first 
admissions that had less than one year of hospital care in a 16-year 
period of observation are about equal—59.7 per cent manic-depres- 
sive and 57.9 per cent senile. But analysis of the data shows that 
this close correspondence was due, with regard to manic-depres- 
sives, to the fact that a high percentage (45.5 per cent) of these 
patients recovered and recovered quickly, while with regard to 
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seniles the explanation is that so many first admissions (49.0 per 
cent) died soon after entering hospital. At this point, however, we 
are concerned only with the total extent of hospitalization, regard- 
less of outcome. 

Attention may be called to three outstanding facts shown in 
Table V. They are the low percentage of dementia precox patients 
in the ‘‘under 1 year’’ grouping, the high percentage of alcoholic 
patients in the same class, and the high proportion of dementia 
precox patients who are in hospital for the total duration of the 
observation period. There is a greater amount of variation among 
the different diagnostic groups in the 16-17-year interval than in 
the less-than-a-year interval. Significant differences are noted in 
respect to the patients who were in hospital between one and two 
years. 


TABLE VI. ALL PSYCHOSES—AVERAGE TOTAL DURATION OF HOSPITAL LIFE FOR ALL 
FirsT ADMISSIONS, 1909-11, 1914-16 AND 1919-21 


























Average total duration in years 
Period beginning Psychoses | — - — 
| Both sexes Male Female 
1909-11 Manic-depressive 2.9 2.4 3.2 
Dementia precox 8.0 7.6 8.5 
Senile 2.1 1.6 2.5 
Arteriosclerotic 2.4 1.8 3.2 
Aleoholie 3.2 3.0 3.8 
General paralysis 2.2 1.8 3.3 
Other psychoses 3.9 3.4 4.3 
All psychoses 4.1 3.7 4.7 
1914-16 Manic-depressive 2.3 1.8 2. 
Dementia precox 6.0 5.6 6.4 
Senile 1.7 1.3 2.1 
Arteriosclerotic 1.4 1.2 1.8 
Alcoholic 2.7 2.6 2.9 
General paralysis 1.6 1.4 2.0 
Other psychoses 3.1 2.8 3.3 
All psychoses 3.4 2.9 3.8 
1919-21 Manic-depressive 1.6 1.5 1.6 
Dementia preecox 3.9 3.8 4.0 
Senile 1.5 1.1 1.7 
Arteriosclerotic 1.2 1.1 1.4 
Alcoholic | 1.6 1.5 1.9 
General paralysis 1.3 1.3 1.5 
Other psychoses 2.0 1.9 2.1 
| 
All psychoses | 2.3 2.2 2.5 
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Averages have been computed for total duration of hospital life 
as distinguished by sex and psychosis. In Table VI it appears that 
the average for alcoholic patients is higher than for senile, arterio- 
sclerotic and general paralysis cases, although in Table V it was 
seen that the alcoholic group had a higher percentage of patients 
with a duration of less than a year. But Table V also showed that 
the aleoholic group had a higher proportion of very long-time cases. 


Group Division BY OUTCOME AND RECIDIVISM 


Thus far we have been considering duration of hospital life for 
all first admissions of each selection period without reference to 
differences in duration as between patients who died and those 
whose hospital life was terminated by discharge, or as between 
those who had but one residence in hospital and those who form the 
category of repeaters. 

At this point, we may again summarize the results at the end of 
the 16-year period of observation, when it is found that for the first 
admissions of 1909-11, 42.1 per cent had been eliminated from the 
hospital system by discharge—34.7 per cent, or a little more than 
a third of the total group, having been discharged as recovered, 
much improved or improved, and 7.4 as unimproved.’ The same 
percentage of the original group (42.1) had died in hospital. 
Another 15.8 per cent were in hospital at the end of the period— 
11.9 per cent of the total having remained in hospital continuously 
from time of admission, and 3.9 being in hospital after one or more 
readmissions. 





It is only among the manic-depressive, aleoholie and ‘‘other psy- 
choses”’ first admissions that high percentages of favorable out- 
come cases are found (Table VII). As to patients with general 
paralysis, senile and arteriosclerotic psychoses, over three-quarters 
of all first admissions in each of these diagnostic groups die during 
the 16-year period of observation. The largest proportion of 
dementia precox patients, out of the first admissions of 1909-11, 

1. What happens to mental patients after discharge from hospital—how many died in commun- 
ity, how many return to hospital (either a civil State hospital or some other institution for the 


care and treatment of mental diseases), how many get along with varying degrees of success in 


community life—is the subject of a field study the results of which are being prepared for 
publication. 
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are found in the ‘‘in-hospital’’ group at the end of 16 years—26.9 
per cent of the original number being chronic cases with a continu- 
ous residence from time of first admission, and 8.9 being repeaters 
who were there at the end of the period. 

As before stated, the duration figures taken from the ecard ree- 
ords of the Department of Mental Hygiene for the purposes of this 
study represent all of the time spent by patients in any of the civil 
State hospitals, exclusive of time on successful or unsuccessful 
parole. The intervals of time employed in the tables herewith pre- 
sented represent durations of hospital life which may or may not 
have been continuous from date of admission. That is, they repre- 
sent the total duration of hospital life in each case, whether the 
patient was in hospital only once or more than once. For this rea- 
son it becomes important to consider the composition of the several 
groups with reference to the number of hospital residences. The 
facts from this standpoint are shown in Table VIII for each of the 
diagnostic groups of each selection period. 

In Table LX, based on the first admissions of 1909-11, it is seen 
that the number of first admitted patients with a subsequent admis- 
sion is comparatively small in most of the diagnostie groups, inelud- 
ing the summary group of ‘‘all psychoses’’ combined. 


TABLE IX. ALL PSyCcHOSES—FIRST ADMISSIONS 1909-11, REPORTED BY PSYCHOSEs, 
ACCORDING TO NUMBER OF HOSPITAL RESIDENCES 





Total hospital residences 

















Psychoses One More than one Total 

Number | Per cent Number | Percent | Number Per cent 

Manic-depressive 1,186 75.1 393 24.9 1,579 100.0 

Dementia precox 2,025 81.6 156 18.4 2,481 100.0 

Senile 1,151 95.9 49 4.1 1,200 100.0 

Arteriosclerotic 241 88.3 32 11.7 273 100.0 

Aleoholie 996 90,2 | 108 9.8 } 1,104 100.0 

General paralysis 1,452 93.5 101 6.5 1,553 100.0 

Other psychoses | 2,578 90.1 282 9.9 | 2,860 100.0 
|—— |— — 

All psychoses | 9,629 87.1 1,421 12.9 | 11,050 | 100.0 
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An earlier article’ pointed out that readmissions, as shown in 
annual reports, loom larger among total admissions than this fact 
would seem to warrant. But we find that while the repeating group 
is comparatively small, repeaters tend to have frequent admissions. 
This is particularly true of manic-depressives, about one-fourth 
(24.9 per cent) of whom have almost one-half (48.3 per cent of the 
total admissions, including readmissions) for manic-depressive 
eases. The average number of admissions for all patients and for 
the repeaters is shown in Table X. 


TABLE X. NUMBER OF ADMISSIONS PER PATIENT AMONG ALL PATIENTS AND AMONG THE 
REPEATERS, BY DIAGNOSTIC GROUPS 


















































All patients Repeaters 
| Peer eS ae enerneee Ie 
Psychoses | Number Number of admissions Number Number of admissions 
| of _—- - | of eee 
| patients Total Average | patients Total Average 
7 i ae a ana 
Manic-depressive 1,579 2,299 1S 393 1,113 2.8 
Dementia precox | 2,481 3,125 is 4 456 1,100 2.4 
Senile | 1,200 1,251 ‘0: | 49 100 2.0 
Arteriosclerotic 273 311 i i 32 70 2.2 
Alcoholic 1,104 1,242 Sa 108 246 2.3 
General paralysis | 1,553 1,668 a 101 | 216 2.1 
Other psychoses 2,860 3,249 i a 282 | 671 2.4 
All psychoses | 11,050 | 13,145 1.2 1,421 | 3,516 2.5 














Manic-depressive and dementia precox are the only two psy- 
choses which have any large number of repeaters; therefore, it is 
only for these two groups that it is necessary to consider outcome 
of hospitalization in terms of total number of residences. 

Let us turn first to the data in regard to manic-depressive 
patients (Table XI). 

For patients with more than one hospital residence the outcome 
shown in this and the following table is the outeome of the last dis- 
charge reported on the hospital records. It is at once apparent that 
for all sex groups the last-reported outcomes were much more hope- 
ful for the one-residence than for the repeating group. Not only is 
the proportion of those discharged as recovered or improved 
1. Fuller, R. G.: Readmissions in the Hospital History of Mental Patients During 


Eighteen Years Following First Admission. PSYCHIATRIC QUARTERLY, Janu- 
ary, 1931. 
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higher, for each of the former groups, but still more striking are 
the lower percentages of one-residence patients in hospital at the 


end of the observation period. 


TABLE XI. MANIC-DEPRESSIVE PSYCHOSES—LAST REPORTED OUTCOME OF HOSPITAL LIFE 
FoR First ADMISSIONS, 1909-11, REPORTED ACCORDING TO NUMBER OF RESIDENCES 











Last reported outcome 





Both sexes 
Discharged: 
As recovered or improved 
As unimproved 
Died in hospital 
In hospital at end of period 


Total—Number 
Per cent 
Males 
Discharged : 
As recovered or improved 
As unimproved 
Died in hospital 
In hospital at end of period 


Total—Number 
Per cent 
Females 
Discharged: 
As recovered or improved 
As unimproved 
Died in hospital 
In hospital at end of period 


Total—Number 
Per cent 








Total hospital residences 





























One More than one Total 
Num- | Per Num- Per Num- Per 
ber | cent ber cent ber cent 
772 | 65.1 206 52.4 978 62.0 
92 | 7.7 6 1.5 98 6.2 
211 | 17.8 80 20.4 291 18.4 
111 | 9.4 101 25.7 212 13.4 
| 
1,186 | 100.0 | 393 | 100.0 | 1,579 | 100.0 
75.1 | 24.9 100.0 
297 71.2 90 56.6 387 67.2 
22 5.3 3 1.9 25 4.3 
7 17.0 29 18.2 100 17.4 
27 | 65 37 23.3 64 11.1 
417 | 00.0 159 | 100.0 576 | 100.0 
72.4 | 27.6 100.0 
475 61.8 116 49.6 591 58.9 
70 9.1 3 1.2 73 7.3 
140 18.2 51 21.8 191 19.0 
84 10.9 64 27.4 148 14.8 
769 | 100.0 | 234 | 100.0 | 1,003 | 100.0 
76.7 23.3 100.0 























Sex differences are apparent. The percentage of men who had 
a favorable outcome on discharge was higher than that of women 
—67.2 per cent compared with 58.9 per cent. It is also true that 
a higher percentage of women than of men became chronic cases, 
remaining in hospital for the full term of observation (8.4 per cent 
of female first admissions and 4.7 per cent male). 
hand a higher proportion of male patients are repeaters (27.6 per 
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On the other 
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cent men, 23.3 per cent women). In other words, while a higher 
percentage of male manic-depressive first admissions are dis- 
charged as recovered or improved, at the same time a higher per- 
centage of them were admitted to hospital a second time. 


TABLE XII. DEMENTIA PR&ZCOX—LAST REPORTED OUTCOME OF HOSPITAL LIFE FOR FIRST 
ADMISSIONS, 1909-11, REPORTED ACCORDING TO NUMBER OF RESIDENCES 






























































Total hospital residences 
— reported eniiatien One More than one Total 
Num- | Per | Num- Per Num- | Per 
ber | cent | ber cent ber cent 
Both sexes | 
Discharged : 
As recovered or improved 503 | 24.8 117 25.6 620 25.0 
As unimproved 292 14.4 24 5.3 316 12.7 
Died in hospital 565 27.9 93 20.4 658 26.5 
In hospital at end of period 665 32.9 222 48.7 887 35.8 
Total—Number 2.025 100.0 456 100.0 2,481 100.0 
Per cent 81.6 18.4 100.0 
Males 
Discharged: 
As recovered or improved 283 27.0 68 26.0 351 26.8 
As unimproved 184 17.6 17 6.5 201 15.4 
Died in hospital 252 24.1 48 18.3 300 22.9 
In hospital at end of period 328 31.3 129 49.2 457 34.9 
Total—Number 1,047 100.0 262 100.0 1,309 100.0 
Per cent 80.0 20.0 100.0 
Females 
Discharged: 
As recovered or improved 220 22.5 49 25.3 269 23.0 
As unimproved 108 11.0 7 3.6 115 9.8 
Died in hospital 313 32.0 45 23.2 358 30.5 
In hospital at end of period 337 34.5 93 47.9 430 36.7 
Total—Number 978 100.0 194 | 100.0 +172 100.0 
Per cent 83.5 | 16.5 100.0 























The differences noted with regard to manic-depressive cases are 
not as pronounced for dementia precox first admissions (Table 
XII). It is true that a higher proportion of men than of women 
have second hospital residences (20.0 per cent men, 16.5 per cent 
women), and also, that a much higher percentage of repeaters than 
of one-residence patients had ‘‘in hospital’’ as their last reported 
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outcome; but differences between sexes and between repeaters and 
non-repeaters in regard to favorable outcome are almost non- 
existant, while the sex differences in regard to proportion of 
chronic cases are very small. 

We shall now proceed to consider the duration of hospital life 
among the patients with a favorable outcome. At this point we 
shall not distinguish the favorable-outcome group in respect of 
one-residence and repeating patients. Patients who were dis- 
charged as unimproved, those who died, and those in hospital at 
the end of the observation period (of 16 years, or 11, or 6) will be 
excluded. What is the total duration of hospital life for patients 
with a favorable outcome, and how does it vary by sex and by 
psychosis ? 

DuRATION AND FAVORABLE OUTCOME 

It has been previously noted that 34.7 per cent of all the first 
admissions of the 1909-11 selection period were discharged from 
their last hospital residence as recovered, much improved, or im- 
proved. These patients constitute the favorable-outcome group 
with which we are now concerned (data will also be given respect- 
ing the similarly constituted groups of the later selection periods). 
Chart II herewith shows by diagnostic groups the percentages of 
the first admissions of 1909-11 for whom the last reported outcome 
was favorable. In only four of the seven groups studied are there 
found to be at least 25 per cent of first admissions with a favorable 
report on discharge. 

CHART II]—Percentage of first admissions 1909-11, reported by psychoses, for whom the 
last reported outcome of hospital life was favorable. 


Psychoses Per cent 





0 se fe Je fo $0 60 Jo Je Yo /20 


° 
Alcoholic 64.0 


Manic-depressive 2. zz: 
Other psychoses i ay 
Dementia precox 50 
Arteriosclerotic 17.2 beer | 


General paralysis 10.2 
Senile 8.1 
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Note has already been made of the fact that for approximately 
D1 per cent of all first admissions, 1909-11, hospital life is over 
within a year. For first admissions of the favorable outcome 
group, this is true of slightly over 72 per cent of the cases. If 
there is to be a discharge with a recorded condition of improve- 
ment or recovery, it is likely to occur after short stay in hospital 
walls—in most diagnostic groups, within a duration period of much 
less than a year. It is a matter of months rather than of years. 
TABLE XIII. 
ADMISSIONS FOR WHOM THE LAST REPORTED OUTCOME WAS FAVORABLE 

















ALL PSYCHOSES—TOTAL DURATION OF HOSPITAL LIFE FOR THOSE First 












































| Period beginning 
Total duration of 1909-11 1914-16 1919-21 
hospital life Rae aS pa 
Number Per cent Number | Per cent Number Per cent 
Under 1 year 2.773 (ae 2,983 72.0 3,230 76.2 
Under 1 month 266 6.9 313 7.6 345 8.1 
1 to 2 months 906 13.2 578 14.0 535 12.6 
2 to 3 months 32 11.3 450 10.9 505 11.9 
3 to 4 months 346 9.0 372 9.0 375 8.8 
4 to 5 months 264 6.9 268 6.5 340 8.0 
5 to 6 months 224 5.8 246 5.9 249 5.9 
6 to 7 months 171 4.5 176 4.2 211 5.0 
7 to 8 months 160 4.2 165 4.0 168 4.0 
8 to 9 months 13 3.4 140 3.4 166 3.9 
9 to 10 months 103 | 27 115 2.7 130 3.1 
10 to 11 months 94 | 2.4 89 2.1 118 2.8 
11 to 12 months 76 | 2.0 71 1.7 88 2.1 
1 to 2 years 495 | 129 533 12.9 570 13.5 
2 to 3 years 200 | 5.2 174 4.2 202 4.8 
3 to 4 years 94 | 2.5 110 2.7 108 2.5 
4 to 5 years 73 1.9 115 2.8 74 ej 
5 to 6 years 40) 1.0 73 1.8 38 9 
6 to 7 years 3 8 47 1.1 19 A 
7 to 8 years 28 | 7 44 1.1 
8 to 9 years 26 CO mj 29 bY 
9 to 10 years 16 | 4 14 3 
10 to 11 years 18 =) 14 3 
11 to 12 years 15 4 5 J 
12 to 13 years 14 | 4 
13 to 14 years 6 | 2 
14 to 15 years 4 A 
15 to 16 years 2 - 
16 to 17 years 2 | = 
All durations 3,837 | 100.0 4,141 100.0 4,241 100.0 














* Less than one-tenth of one per cent, 
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In Table XIII percentages are given showing the proportion of 
all favorable-outcome patients of each selection period whose dura- 
tion of hospital life falls within specified intervals of time. For the 
patients with a duration of hospital life of less than one year, their 
percentage distribution is shown by monthly intervals. Chart IT] 
also refers to first admissions of 1909-11 with a favorable outcome 
and to all diagnostic groups combined. As the significant differ- 
ences in duration occur within the monthly periods, and as data 
are not available in terms of months for durations of one year or 
more, this chart is confined to monthly variations for all favorable- 
outcome patients in hospital less than a year, although the percent- 
ages are based on the total number of cases. 

Cuart ITI—ALL PsycHosEs—Percentage distribution of total duration of hospital life 
for those first admissions, 1909-11, for whom the last reported outcome 


was favorable. (Percentages shown only for the durations 
under 1 year, but 100 per cent = all durations) 
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This chart shows the composite history of nearly 4,000 cases. 
The line is regular because it represents so many cases, and because 
differences by sex and by psychosis counteract one another. On the 
basis of the experience of these 3,837 cases, it may be said that 
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the probability is greatest that favorable-outcome patients will be 
discharged sometime during their second month of residence, 
and that the likelihood of discharge with a favorable outcome de- 
creases rapidly as the duration of hospital life increases. It is 
important to note, however, that for the middle man of the group, 
the time spent in hospital is between five and six months. 

Similar data reported by sex are interesting—women who are 
discharged as recovered or improved are likely to have longer hos- 
pital residences than men. Seventy-five per cent of the men have 
less than one year of hospital life, while the percentage of women 
for the same interval is 69.3. A lower proportion of women than 
of men have durations of less than four months. Source data are 
given in Table XIV, but sex differences for the first selection period 
may be observed more easily to Chart IV. 

CHART IV—ALL PSYCHOSES REPORTED BY SEx—Percentage distribution of total duration 
of hospital life for those first admissions, 1909-1911, for whom the last reported 


outcome was favorable. (Percentages shown only for the durations 
under 1 year, but 100 per cent = all durations) 
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TaBLE XIV. ALL PSYCHOSES—PERCENTAGE DISTRIBUTION OF TOTAL DURATION OF HOs- 
PITAL LIFE REPORTED BY SEX, FOR ALL First ADMISSIONS, FOR 
WHOM THE OUTCOME WAS I"AVORABLE 












































Period beginning 
Total duration of 1909-11 | 1914-16 1919-21 
hospital life ———- fe ee. 
Male Female Male | Female Male Female 
Under 1 year 75.0 | 69.3 73.5 70.6 75.6 76.8 
Under 1 month 8.2 5.5 7.8 1s 8.6 7.6 
1 to 2 months 15.2 11.0 15.6 12.3 13.3 11.9 
2 to 3 months 12.1 10.4 11.4 10.3 12.6 11.3 
3 to 4 months 9.4 8.6 9.0 9.0 9.4 8.3 
4 to 5 months 6.8 6.9 7.2 5.7 7.7 8.4 
5 to 6 months 5.4 6.3 6.0 5.9 5.2 6.6 
6 to 7 months 4.1 4.9 3.8 4.7 4.7 5.3 
7 to 8 months 3.9 4.5 3.1 4.9 3.9 4.0 
8 to 9 months 3.3 3.5 3.4 3.4 3.1 4.7 
9 to 10 months 2.6 28 2.4 | 3.1 2.4 3.7 
10 to 11 months 2.5 2.4 1.9 2.4 2.8 2.8 
11 to 12 months 1S | 2.5 1.9 1.6 1.9 2.2 
1 to 2 years 12.2 | 13.6 11.9 14.0 13.6 13.3 
2 to 3 years 5.0 | 5.4 3.5 4.9 4.7 4.9 
3 to 4 years Lé | 3.1 2.4 2.9 2.8 2.3 
4 to 5 years 1.3 2.6 3.0 2.7 1.8 1.6 
| 
5 to 6 years 11 | 1.0 0 1.5 1.0 7 
6 to 7 years 6 1.1 1.3 1.0 Oo A 
7 to 8 years x 8 1.0 1.1 
& to 9 years 6 | 8 7 7 
9 to 10 years 2 | a A 2 
| 
10 to 11 years 5 | 5 3 
11 to 12 years 3 | 5 1 
12 to 13 years 4 | 3 
13 to 14 years 1 | 2 
14 to 15 years | Al 
15 to 16 years * | " 
16 to 17 years di | 
All durations 100.0 100.0 100.0 100.0 | 100.0 100.0 











* Less than one-tenth of one per cent. 
Just as there are marked sex differences which cannot be ob- 
served when the data are summarized into aggregates for the total 
group of first admissions for whom the outcome of hospital life is 
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favorable, so there are notable differences between psychoses which 
may be studied when the data are further analyzed. The psychoses 
differ first of all in the proportion of favorable outcome cases hay- 
ing durations of less than one year. 


TABLE XV. 


MANIC-DEPRESSIVE, DEMENTIA PR2ZCOX, ALCOHOLIC AND OTHER PSYCHOSES 


—TorTaAL DURATION OF HOSPITAL LIFE BY PSYCHOSIS, FOR ALL FIRST ADMISSIONS 
1909-11 ror WHOM THE OUTCOME WAS FAVORABLE 








Total duration of 


hospital life 





Under 1 year 
Under 1 month 


NO Or & DOF 
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10 to 11 months 
to 12 months 
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months 
months 
months 
months 
months 
months 
10 months 
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years 
years 
years 
years 


years 
years 
years 
years 


to 10 years 


10 to 11 years 
11 to 12 years 
12 to 13 years 
13 to 14 years 
14 to 15 years 


15 to 16 years 
16 to 17 years 


All durations 








Manic- 








Dementia 
depressive preecox 
| 
Num- | Per Num- Per 
ber cent ber cent 
718 73.4 346 55.8 
3 4.4 22 3.5 
105 10.7 51 8.2 
94 9.6 47 7.6 
99 10.1 40 6.5 
69 Y 44 7.1 
69 8 32 5.2 
53 5.4 21 3.4 
46 4.7 26 4.2 
2 4.3 22 3.5 
36 3.7 15 2.4 
35 3.6 16 2.6 
27 2.7 10 1.6 
143 14.7 97 15.7 
47 4.8 46 7.4 
21 2.2 22 3.6 
15 1.5 28 4.5 
6 6 8 13 
5 5 8 1.3 
7 m3 8 13 
2 2 10 1.6 
5 5 8 13 
3 a 11 1.8 
2 2 9 1.4 
1 Re | 11 1.8 
2 2 2 3 
1 pi | 3 5 
2 3 
1 1 
978 100.0 620 | 100.0 
| 
































Alcoholic posed 
psychoses 
Num- Per Num- Per 
ber cent ber cent 
571 80.8 919 74.8 
70 9.9 107 8.7 
130 18.4 192 15.6 
94 13.3 152 12.4 
67 9.5 108 8.8 
46 6.5 88 7.2 
3¢ 4.8 73 5.9 
26 3.7 55 4.5 
35 5.0 44 3.6 
30 4.3 29 2.3 
11 1.5 34 2.8 
17 2.4 21 1 Og 
11 1.5 16 1.3 
71 10.0 139 11.4 
29 4.1 61 5.0 
11 1.6 32 2.6 
5 RS 22 1.8 
+) PY | 16 1.3 
3 Oo 12 1.0 
7 1.0 + 3 
2 3 12 1.0 
1 ll 2 1 
1 pe | 3 3 
1 Jl 3 3 
* 
2 | 
1 * 
707 | 100.0 | 1,229 | 100.00 

















* Less than one-tenth of one per cent. 
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Per cent of durations 


Psychosis under 1 year 
pe eee eT ee eT TT ee Tee eT eT ee ee 80.8 
i” OD: sins 6c ener enh es eeeshnredsces seen eee 74.8 
ee re ee re 73.4 
SOCRIEN NE 5 5 6:65 sin 50 p05 sen s0soee saeeneenseceapee 55.8 


The alcoholic group (Chart V) not only has the highest percent- 
age of favorable-outcome cases with duration of less than one year 
but it also has the highest percentage of these cases discharged in 
less than two months. The recovery rate (using ‘‘recovery’’ in the 
sense of ‘‘favorable outcome’’) for this psychosis is high and recov- 
ery is brought about in a comparatively short time. 

CHART V—ALCOHOLIC PSYCHOSES—Percentage distribution of total duration of hospital 
life for those first admissions, 1909-11, for whom the last reported outcome 


was favorable. (Percentages shown only for durations under 
1 year, but 100 per cent = all durations) 


20- 
/8- 


/6- 


42— 


fo- 


cent 


Per 








/ 4 3 + s & 7 g 7 so 44 42 
vezenths in Ahesprtel 
For manic-depressive patients (Chart VI), the period of great- 
est recovery is longer, ranging from one to four months. For 
dementia precox (Chart VII), it runs from one to five months. 
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Whereas for the alcoholic group, the contrast is between the second 

month and all other months, for the manic-depressive and demen- 

tia precox groups the contrast is rather between the first six 

months and the second six months. 

CHarRT VI—MANIC-DEPRESSIVE PSYCHOSES—Percentage distribution of total duration 
of hospital life, for those first admissions, 1909-11, for whom the last 


reported outcome was favorable. (Percentages shown only for 
durations under 1 year, but 100 per cent — all durations) 
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CHartT VII—DEMENTIA PRacox—Percentage distribution of total duration of hospital 
life for those first admissions, 1909-11, for whom the last reported 
outcome was favorable. (Percentages shown only for those 
durations under 1 year, but 100 per cent — all durations) 
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A similar chart (VIII) is presented for the ‘‘other psychoses’’ 
group. This, however, like the total favorable-outcome group of all 
psychoses, is a summation group, and differences within the group 
eannot be observed. Its composition according to psychosis is 
given in Table XVI. 


CHART VIII—OTHER PsycHosES—Percentage distribution of total duration of hospital 
life for those first admissions, 1909-11, for whom the last reported outcome 
was favorable. (Percentages shown only for durations under 1 year, 
but 100 per cent = all durations) 
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Statistical data are more fully comprehended and visualized, if 
there is one figure around which the other data of the series may be 
grouped. Averages are most commonly used for this purpose. In 
Table XVII are given the average total durations of first admis- 
sions discharged as recovered, much improved, or improved, for 
those psychoses for which there are any considerable number of 
favorable-outcome patients. Median durations are also given in 
each case. 
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TABLE XVI. 


DIAGNOSTIC COMPOSITION OF 


** OTHER 


PSYCHOSES’? 


GROUP OF 
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ADMISSIONS, 1909-11 WHO WERE DISCHARGED AS RECOVERED OR IMPROVED 








Psychoses 





With other somatic diseases 


With psychopathic personality 


Paranoia 

Involution melancholia 
Neuroses and psychoneuroses 
Epileptic psychoses 

With mental deficiency 

Due to drugs 

With cerebral syphilis 


With other brain or nervous diseases 


Traumatic 
Undiagnosed psychoses 


Total 





TABLE XVII. AVERAGE AND MEDIAN DURATION OF HOSPITAL LIFE FOR FIRST ADMISSIONS, 
1909-11, DISCHARGED AS RECOVERED OR IMPROVED (ALL RESIDENCES) 








Average total duration 


Psychoses 








Manic-depressive 13.0 
Dementia precox 27.0 
Alcoholic 9.7 
All psychoses 14.5 





Both sexes 











Both sexes 
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Female 


128 
81 
80 
99 
62 
36 
22 


13 








in months 
Male Female 
11.6 | 13.9 
25.4 | 29.1 
8.5 | 14.1 
3.0 16.1 


Median total duration 











in months 
Both sexes | Male Female 
5. 5.8 6.5 
9.3 8.8 10.9 
3.9 3.4 7.6 
5 4.7 

















These two measures of central tendency in any group serve quite 
different purposes. For administrative purposes, the average dur- 
ation is doubtless most significant and useful. 
are thinking in terms of the individual patient the median duration, 
or the duration of the middle man of the group, may be better 


suited to our purposes. 


Duration data, as obtained in this study, are difficult to describe 
in terms of one figure, because the distributions are so asymetrical 
that in many instances 50 per cent of the cases come in the first 
time-interval, under one year. The meaning of the median may be 
supplemented, if with it are given the limits of duration within 
which the middle 50 per cent of the cases fall. 
any manic-depressive patient discharged as recovered, much im- 





When, however, we 


For example, for 





First 
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proved, or improved, the most probable duration of hospital life 
will be 6.2 months. The middle 50 per cent of the patients, that is 
those who do not ‘‘recover’’ either extremely quickly or extremely 
slowly will probably spend not less than 3 months and not more 
than 13.2 months in hospital. 


TABLE XVIII. MeEpIAN ToTaAL DURATION TOGETHER WITH THE DURATION LIMITS 
BETWEEN WHICH THE MIDDLE 50 PER CENT OF THE CASES FALL 





Durations limits in months, between 








Median total which the middle 50 per cent 
Psychoses | duration in of cases fall 
months ome 

Lower Upper 
Manic-depressive 6.2 3.0 13.2 
Dementia precox 9.3 | 3.9 27.6 
Aleoholic 3.9 1.8 8.9 
All psychoses 5.5 2.4 14.5 














The middle 50 per cent of dementia precox patients who 
‘*recover’’ will take between 3.9 and 27.6 months of hospital care, 
with 9.3 months as the most probable duration. It is interesting to 
note the average total duration for these same patients is high, 27.0 
months. This, of course, is due to the long durations of a compara- 
tively small number of dementia precox first admissions whose 
‘*recovery’’ was very slow. 

Data regarding the duration of first hospital residence for favor- 
able-outcome cases are presented in Tables XX, XXT and XXII for 
the manic-depressive, dementia precox and alcoholic groups, re- 
spectively. In each table the information for repeating and non- 
repeating patients is given separately. 

TABLE XIX. AVERAGE DURATION OF First HOSPITAL RESIDENCE OF REPEATING AND 


NON-REPEATING PATIENTS FOR CERTAIN FIRST ADMISSIONS, 1909-11 








Average duration of first hospital residence in months 














Psychoses Non-repeating | Repeating All 
| patients patients patients 
oN , _ —_ : 
Manic-depressive 10.2 7.3 9.6 
Dementia precox 23.8 11.5 21.5 
Aleoholie 8.8 5.0 8.4 




















580 THE DURATION OF HOSPITAL LIFE FOR MENTAL PATIENTS 


The most outstanding difference in duration for these two groups 
is one of range. It can be seen by observation that not often do 
repeaters have a first residence of more than one year in length, 
whereas this happens quite often in the case of non-repeaters. If, 
as in dementia precox, the durations of repeaters extend as far as 
5 years the non-repeaters extend correspondingly farther. 








TABLE XX. MANIC-DEPRESSIVE PSYCHOSES—DURATION OF FIRST HOSPITAL RESIDENCE 
oF First ADMISSIONS, 1909-11, rok WHOM THE LAST REPORTED 
OUTCOME WAS FAVORABLE 













































Total hospital residences 
wise One More than one Total 
Number Per cent Number Per cent Number Per cent 
Under 1 year 631 81.7 184 89.6 815 83.4 
Under 1 month 43 5.6 17 8.3 60 6.1 
1 to 2 months 102 3.2 20 9.7 122 12.5 
2 to 3 months 88 11.4 30 14.9 118 12.1 
3 to 4 months 95 12.3 26 12.6 121 12.4 
4 to 5 months 61 7.9 24 137 85 8.7 
5 to 6 months 60 7.8 18 8.7 78 8.0 
6 to 7 months 48 6.2 14 6.8 62 6.3 
7 to 8 months 39 5.0 13 6.3 52 5.3 
8 to 9 months 33 4.3 7 3.4 40 4.1 
9 to 10 months 24 3.1 6 2.9 30 3.1 
10 to 11 months 23 3.0 4 1.9 2 2.8 
11 to 12 months 15 1.9 5 2.4 20 2.0 
1 to 2 years 81 10.5 15 7.3 96 9.8 
2 to 3 years 26 3.4 3 1.5 29 3.0 
3 to 4 years 12 1.5 12 1.2 
4 to 5 years 4 5 1 4 5 
5 to 6 years 2 3 2 2 
6 to 7 years Z 3 1 4 3 3 
7 to 8 years 2 3 1 4 3 3) 
8 to 9 years 1 Jl 1 okt 
9 to 10 years 4 a) 1 4 5 ms) 
10 to 11 years 2 3 2 2 
11 to 12 years 2 3 2 2 
12 to 13 years 1 1 1 1 
13 to 14 years 1 1 | 1 
14 to 15 years 1 1 1 1 
All durations 100.0 
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TaBLE XXI. DEMENTIA PR&cOX—DuvRATION OF First HOSPITAL RESIDENCE OF First 
ADMISSIONS, 1909-11, FoR WHOM THE Last REPORTED OUTCOME WAS FAVORABLE 



























































i Total hospital residences 
Duration of first One | More than one Total 
hospital residence 
Number Per cent | Number Per cent Number Per cent 
silicide $$ | —$—————— | —____ | — om 
Under 1 year 317 63.0 92 78.7 409 66.1 
Under 1 month 21 42 7 6.0 28 4.5 
| 1 to 2 months 50 9.9 i. 9.4 61 9.9 
2 to 3 months 45 8.9 14 12.0 59 9.5 
| 3 to 4 months 39 7.7 11 9.4 50 8.1 
4 to 5 months 43 8.5 14 12.0 57 9.2 
5 to 6 months 28 5.6 13 11.1 41 6.6 
6 to 7 months 17 3.4 7 6.0 24 3.9 
7 to 8 months 20 4.0 4 3.4 24 3.9 
8 to 9 months 20 4.0 3 2.6 23 3.7 
9 to 10 months 12 2.4 5 4.3 17 2.8 
10 to 11 months 13 2.6 2 1.7 15 2.4 
11 to 12 months J 1.8 1 8 10 1.6 
to 2 years 65 2.9 8 6.8 73 11.8 
2 to 3 years 32 6.3 7 6.0 39 6.3 
3 to 4 years 17 3.4 5 4.3 22 3.6 
: 4 to 5 years 20 4.0 3 2.6 23 3.7 
} 
5 to 6 years 4 | 8 4 6 
j 6 to 7 years 2 | 2 3 
7 to 8 years 4 1 8 5 8 
8 to 9 years 5 1.0 5 8 
9 to 10 years 4 8 4 6 
10 to 11 years 8 1.6 :. 8 9 1.5 
11 to 12 years 8 1.6 8 1.3 
j 12 to 13 years 10 2.0 10 1.6 
13 to 14 years 2 4 2 3 
14 to 15 years 2 4 2 3 
; 15 to 16 years 2 4 2 3 
i 16 to 17 years 1 2 1 1 
All durations 503 100.0 | 117 100.0 620 100.0 
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TABLE XXII. ALCOHOLIC PSYCHOSES—DURATION OF FIRST HOSPITAL RESIDENCE OF 
First ADMISSIONS, 1909-11, FoR WHOM THE LAST REPORTED OUTCOME 
Was FAVORABLE 














Total hospital residences 




















Duration of first One More than one Total 
hospital residence 7 
Number | Percent Number Per cent Number Per cent 
eae: a . 
Under 1 vear 531 83.9 69 93.2 600 84.9 
Under 1 month 7 | 111 8 10.8 78 11.0 
1 to 2 months 126 19.9 15 20.3 141 19.9 
2 to 3 months 91 14.4 12 16.2 103 14.6 
3 to 4 months 63 10.0 9 12.2 72 10.2 
4 to 5 months 43 6.8 3 4.0 46 6.5 
5 to 6 months 30 4.7 5 6.8 3 5.0 
6 to 7 months 21 3.3 6 8.1 27 3.9 
7 to 8 months 31 4.9 4 5.4 35 4.9 
8 to 9 months 24 3.8 5 6.8 29 4.1 
9 to 10 months 8 1.2 1 1.3 9 1.3 
10 to 11 months 14 2.2 1 1.3 15 2.1 
11 to 12 months 10 1.6 10 1.4 
1 to 2 years 49 7.7 3 4.1 52 7.4 
2 to 3 years 25 3.9 2 2.7 27 3.9 
3 to 4 years 1.4 9 1.3 
4 to 5 years 3 5 3 4 
5 to 6 years 3 5 3 4 
6 to 7 years 3 5 3 4 
7 to 8 years 6 9 6 8 
8 to 9 years - 3 2 3 
9 to 10 years 1 2 1 1 
10 to 11 years 
11 to 12 years 1 2 1 a 
All durations 633 100.0 74 100.0 707 100.0 





























BOOK REVIEWS 


A Changing Psychology in Social Case Work. By Virainia P. Rosty- 
son. 204 pages. University of North Carolina Press, Chapel Hill, 
North Carolina. Price $2.50. 

In the introduction the author states ‘‘This formulation will have served 
its purpose if it suggests problems rather than solves them—.’’ This desired 
end, not a difficult one considering the rapid development of social work in 
the last two decades, has been most suecessfully achieved. Problems are 
suggested ; those who agree with Miss Robinson’s viewpoint are stimulated 
to work more zealously for a thorough understanding of the possibilities in 
the involved relationships which social work practices require; those who do 
not accept Miss Robinson’s point of view will take stock of their own think- 
ing and practices in the light of what has been offered by the social work- 
ers who have been deeply influenced by the psychoanalytie approach. No 
social worker will fail to do some thinking as the result of this book and it 
will probably be accepted or rejected with some emotion by various 
individuals. 

The first part of the book, which summarizes briefly the development of 
social work before 1920, gives one an excellent orientation as to social philos- 
ophies, trends and emphasis from the time that the poor were considered en 
masse and society’s care for them was prompted chiefly by its desire ‘‘to be 
rid of the unpleasantness of living with them,’’ to the modern econsidera- 
tion of the individual and his varying needs, whether economic, social or 
psychologieal. 

The second part of the book is devoted to ‘‘The Emergence of Relation- 
ship.’’ The author devotes one chapter to the working psychologies of social 
vase work 1920-1930. Behaviorism, judging from material found in ease 
work records, has certain value in treatment—the modifying of stimuli to 
condition a new response—but the author feels its limitations in social work 
are evident. The various other psychological and psychiatric concepts on 
which certain social work practice has been based are briefly touched upon, 
except certain psychoanalytic theories which the author discusses in detail 
as to their values in social work. She feels that Dr. Kenworthy has best 
formulated this point of view in its application to social case work in her 
ego-libido method of case analysis. 


Miss Robinson feels that in as much as all social work involves the most 
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incomprehensive of all phenomena, human relationship, that the psycho- 
analytic approach offers more toward the understanding of this relation- 
ship than anything else which has come upon the social worker’s horizon, 
Incidentally, it should be understood that the author uses the term rela- 
tionship in much the same sense that the psychoanalyst uses the term trans- 
fer, and it is in this relationship that she sees constructive possibilities for 
ease work which are now little understood and almost untouched. 

Miss Robinson feels that a similar relationship exists between the super- 
visor and student in social work and that if such an association is to be 
thoroughly constructive to the student the supervisor must have been psy- 
choanalyzed. This sets a new and almost prohibitive standard of training 
for the supervisor ! 

As has been said before, Miss Robinson’s books is one that will stimulate 
thinking among social workers, and perhaps in the past we have been more 
doers than thinkers, so no one interested in social work should miss this 
timely stimulation. 


HESTER B. CRUTCHER. 


Personal Problems for Men and Women. By (ari M. Bowman. 274 
pages. Greenberg, Publishers, New York. 

In this book Dr. Bowman presents in non-technical language the impor- 
tant theories with respect to human behavior, and applies these to the 
practical problems of adult life. It is quite frankly stated that there is 
nothing new in this book, but there is an endeavor to present the best in 
modern psychiatric thought; although this might be looked upon by some 
as detracting from the value of the book, in the reviewer’s opinion this 
adds to its value in giving to both psychiatrists and others a book which 
is free from personal bias and conflicting cults. It is perhaps to be regretted 
that so many topies are touched upon that it is not possible to give more 
detailed treatment to such subjects as mental conflicts, problems of child 
training, or, sex and marriage. In this book these topies are touched upon 
but not fully discussed. 

The book is written in a clear and understandable manner. There is an 
extensive bibliography. 

J. L. TOWER. 
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Mentality of Orphans. By Roserr A. Davis. 182 pages. Richard G. 
Badger, Boston. 


As the result of a conference of orphanage officials of Central Texas, the 
author was invited to study the intelligence of orphan children. In pur- 
suit of this object he surveyed 6 Texas institutions caring for white chil- 
dren, and, for purposes of control, studied 504 children in 4 publie schools 
in Waco. The intelligence scales employed were the Dearborn Group Intel- 
ligence Tests, Series 1 and 2, and the Haggerty Group Intelligence Exam- 
inations, Delta 1 and 2. The latter were used to check the results of the 
first series of tests. Individual Stanford-Binet tests were employed in 
connection with the measurement of twins. 

The principal results of the survey were the discovery of a large percent- 
age of subnormals among the orphans, and the demonstration that as a 
group the orphans are strikingly inferior in intelligence to the public 
school children. An incidental result was the confirmation of the fact 
that teachers tend to overestimate the intelligence of children. It was also 
shown that there are no significant sex differences in intelligence. <A highly 
important contribution was the study of intelligence in siblings. Coeffi- 
cients of correlation ranging from 0.40 to 0.54 were found in the intelli- 
gence of siblings, and the high correlation was maintained when duration 
of institutional residence was taken into consideration. The author’s con- 
clusion is that intelligence is primarily a matter of inheritance rather than 
of environmental influences. 

The principal conclusions relating to orphans must be accepted with 
eaution, however. The word orphan is often used in an ambiguous man- 
ner. Most readers will probably infer from the title that the children had 
lost either one or both parents; yet if the experience of Texas is similar to 
that of other states, this will be found to be a mistaken inference. In New 
York, for example, the State Board of Social Welfare reports that of 
28,070 children in institutions for dependent children on December 31, 
1928, 12,780, or 45.5 per cent, had both parents living. If we include 
foundlings, this percentage rises to over 50. Only 1,762, or 6.3 per cent, 
had lost both parents; 10,450, or 37.2 per cent, were half-orphans. Why 
should it be necessary for institutions to provide eare for so large a group 
of children, both of whose parents are living, and who should presumably 
be able to care for them? Obviously, it must be that the social and eco- 
nomie status of such families is low. Such a conclusion is emphasized, 
when one thinks of the vast majority of cases, in which orphaned children 
do not become community charges. Consequently the low level of intelli- 
gence found by the author may be ascribed to the low social status of the 
families, 
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There is a second factor of selection at work, among dependent children 
themselves. The tendency everywhere is either to keep such children in 
the natural home by means of allowances to mothers, or to place them in 
foster homes. Again referring to the experience of the State of New York, 
we find that of 76,593 dependent children in 1928, only 27,653, or 36.1 per 
cent, were in institutions. For over a decade there has been a growing 
tendency to limit institutions to children, who, because of physical or 
mental defects, cannot be cared for in a family home. Such a selection 
inevitably weights orphanages with children of an inferior intellectual 
status. In justice therefore, to the great majority of dependent orphans, 
who do not reach an institution, the statement that orphans are of inferior 
mentality should be duly qualified. Perhaps the book would be more 
accurately described as the ‘‘Mentality of Institutional Children.”’ 


MALZBERG. 


The Merrill-Palmer Standards of Physical and Mental Growth. 
By CHARLES A. WILSON, Mary E. SwWEENy, RACHEL STUTSMAN, LEONE 
E. CHESHIRE, and Exste Harr. 121 pages. Published by the Merrill- 
Palmer School, Detroit, Mich. 

Tables of physical and mental growth have usually suffered in value as 
a result of the absence of a measure of variation. Thus it is of limited 
importance to give the average height of six-year-old boys, unless one 
also knows how much such a child may vary above or below this average 
and yet remain within the limits of normality for his age. Another diffi- 
culty (of a theoretical nature, at least) is the fact that the averages on 
the seale are usually derived from different groups at each age. The desid- 
eratum is a series of averages (and measures of dispersion) derived from 
a single group under continuous observation over a long series of years. 

The standards included by the Merrill-Palmer School eseape the first 
difficulty by giving the entire range for each group in terms of percentiles. 
It is thus possible to place any child in comparison with all the others, 
and to decide from the criterion at hand, whether the child is inferior to, 
equal to, or above the average for his age. The second difficulty was in 
part obviated by following many of the same children through several 
years. 

The seales, given by month from the 24th through the 60th month, were 
based upon children attending the nursery school attached to the Merrill- 
Palmer School in Detroit. These children come from superior homes, as 
indicated by the predominance of higher economic and occupational levels 


among the parents of the children. The scales consequently cannot be of 
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universal application. This is clearly proven by the higher norms for height 
and weight, given by the Merrill-Palmer scale, in comparison with similar 
norms for unselected children as given by the Children’s Bureau. Further- 
more such scales, if used for diagnostic purposes, require additional refine- 
ment, in order to account for normal differences dependent upon variation 
in race and type of skeletal development. Thus two children of precisely 
the same age and height may differ significantly in weight, and yet both be 
normal in relation to their type of body-build. 

The standards in this volume include the following physical measure- 
ments: standing height, weight, a weight-height index, stem length, reeum- 
bent length, stem-stature index. The standards of mental growth include 
the Stanford-Binet mental age, the Merrill-Palmer seale, the Goodenough 
drawing test, the Monroe drawing scores, and personality rating scores. 
Certain physiological standards relate to diet, as measured by energy intake 
per pound of body weight, protein intake, fat intake, carbohydrate intake, 
time required to eat school lunch, time in bed at night, regularity of night 
bed hour, and percentage of school days when children were ill. 

Special reference should be make to the latter seales, as they treat of 
almost virgin scientific territory. To carry out this analogy, we may say, 
that though all the trees and underbrush have not been cut down, the pre- 
liminary travail will make it far easier for the subsequent settlers to sur- 
vey the land, clear the ground, and erect suitable structures. 


MALZBERG. 


The Recovery of Myself. By Marian Kina; Yale University Press, New 
Haven, Conn. 

The Shutter of Snow. By Emity Ho_mrs Co_eman; The Viking Press, 
New York. 


The two volumes will be reviewed together, since they are essentially 
alike in that they are records by two women of their own experiences in 
hospitals for mental disorders. To one who is conversant with hospitals 
of this kind, the accounts appear as quite faithful representations of what 
may have happened to two different personalities with different psychoses. 
As one author states, the ‘‘story is not biographical fiction. Not a word 
is colored by imagination. Every fact, every detail is literally true.’’ We 
will not pick out the inconsistencies of the quotation, nor will we dissect 
either book from the psychiatric standpoint. We must remember the 
authors are relating their own experiences, candidly and honestly and that 
they possess no special qualifications to bring out the full picture of ward 
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life, the need for rules and restrictive measures, the necessity for agencies 
for the protection of the patients, ete. 

The value of the book written by Marian King is greatly enhanced with 
an illuminating preface by Dr. Adolf Meyer. Reading this preface, then 
the books, again returning to sections of the preface will give you a much 
better understanding of the handicaps met in the care and treatment of 
those who suffer with mental illness on the one hand, and the need for 
further development of the nursing and attendant care on the other. 
Quoting Dr. Meyer, ‘‘For years there has been a salutary movement aim- 
ing to relieve the mentally afflicted of hardships inherent in the conditions 
of a tradition-ridden civilization. Better understanding, tolerance, and 
a leading note of helpfulness are urged and practiced, and it is well that 
what this means should be deseribed not only by the reformer but also 
by the sufferers. There still is need of treatment even against the patient’s 
sick will; there is a need of guarding against harm to himself or others, 
for a by no means negligible percentage of the patients.’’ ‘‘ Hospitals are 
attempts at mass treatment gradually working their way back to the indi- 
vidual patient.’’ ‘‘Neither closed doors of a ward nor protected windows 
are negligible items in a hospital which does not want to exelude patients 
with fears and impulses and misunderstandings due often to transient 
delusions.’’ ‘‘Why not realize that they (keys and bars) are protection 
against the moments of danger for those whom we do not want to exclude, 
protection that in the end does not hurt anyone but makes for timely 
order?’’ ‘‘Anyone who knows the destructive and cunning force of sui- 
cidal impulse cannot help being taxed to the point of distraction by the 
dangers caused by our having to use multi-story buildings and complicated 
city environments for our hospitals.’’ ‘‘There is another ever-recurring 
problem; the worry about the effect of association with other patients.’’ 
‘*Deseriptions by patients are not always complete, any more than the 
uncontrolled accounts of the average ‘normal’ would be. Sometimes they 
add; sometimes they forget; and they will remember things to which their 
moods give preference.’’ ‘‘Our compliments are extended to the author 
for this example of frankness and directness. Here will be the record, 
and she will share it with many others who will more and more be relieved 
from the habit of making a secret of mental illness.’’ 

Both books will make their appeal; both are acceptable as literary experi- 
ments with the possibility of much good resulting by way of a better under- 


standing of what is being done in mental hygiene. The reaction on the 
part of the reading publie will no doubt be diverse, but as we become more 
and more acquainted with mental hygiene we will find such books as these 
an important contribution. 


GRAY. 
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Personality, the Crux of Social Intercourse. By Dr. A. A. Ropack. 
Sei-Art Publishers, Harvard Square, Cambridge, Mass. 

This essay, according to the foreword, is not intended as a textbook, but 
merely aS a summary of the work and a description of the methods that 
have been employed recently in the study of personality. The first part is 
written from a theoretical and cultural standpoint, the second is devoted 
to practical considerations which may be of some use to those who are eager 
to advance socially but are not sufficient critical of themselves. There 
is an extensive bibliography appended from which both neophytes and 
advanced readers may select further for study. 

The public, both lay and professional, is now becoming conscious minded 
toward mental hygiene and things psychologic and this little book deserves 
a prominent place in the library of any ordinary man, since to the reviewer 
it presents the facts in a piquant and succinct manner that is not only 
practical but highly entertaining. 

The author has brought out that Wyelif, in 1380, first made use of the 
word, ‘‘personality’’ and further calls our attention to the fact that neither 
Shakespeare nor Milton, in spite of their extensive vocabularies, ever em- 
ployed it. He then goes on to show some of the applications made of the 
term in theology, literature, philosophy, ete. It was not until the cases 
of double and multiple personality were recognized that it came into more 
common use, 

He gives us, in too few paragraphs, a most interesting account of the 
general and early interpretation of the word, and then presents his own 
definition. To him personality means an integrative combination of all our 
cognitive (knowledge), affective (feeling), conative (volitional) and even 
physical qualities. 

In order to further bring out his concept of the word he defines and 
elaborates on temperament and character, the relation between motive and 
trait, quoting Kretschmer on ‘‘Our Build and Personality,’’ and indicates 
that, ‘‘there is a constitution which shapes our choices.’’ 

Chapter IV takes up psychodiagnostics; that is, the approach to person- 
ality from external symptoms, such as the features, facial expression, vocal 
inflection, gait, handwriting, ete. Graphology, without any reason appar- 
ent to the reviewer, receives undue emphasis; nevertheless, the whole chap- 
ter is interesting and instructive and leads naturally to Chapter V, where he 
shows there are three approaches to the study of personality, as follows: 
1. The behavioristic; 2. the psychoanalytic, and 3. what for the lack of a 
better name, he ealls, ‘‘eonstitutional’’ avenue. Enlarging upon the last 
named, he illustrates certain irrational twists in personality by describ- 
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ing characteristics of famous figures in history, showing how their person- 
alities were not integrated. This chapter alone is worth the book. 

In Part II, which is Chapter V1, he points out that one’s personality is 
not a matter of birth or heredity necessarily, but is modified and changed 
for better or worse, depending upon the adjustments made by the individ- 
ual in response to his striving for a definite goal. He finds that person- 
ality is more pliable than character and that improvement depends on an 
intelligence factor, insight. 

Chapter VII and the final chapter indicate the procedures for remedy- 
ing certain defects. 

Every part is well written, with a happy choice of words and descrip- 
tion, so that it makes most interesting and fascinating reading. Once taken 
up the book will not be dropped until the last chapter is perused. Even 
then one will return time and again to special paragraphs for further 
refreshment. 

The volume which contains but 117 pages of reading matter, 14 of bibli- 
ography and a fairly complete index, is small enough to go in a generous 
sized pocket and is to be well recommended. 

GRAY. 


The Criminal, the Judge, and the Public. A psychological analysis. 
By FRANZ ALEXANDER, M. D., and Hugo Stavus. Translated from the 
German by Gregory Zilboorg, M. D. 238 pages. The MacMillan Com- 
pany, New York, 1931. 

No science has suffered more from the abuse of methodological proced- 
ure than has criminology. Chief among these abuses has been the constant 
attempt at a unilateral explanation. In recent times we have had the 
criminal explained as a mental defective. This was followed by an explana- 
tion based on glandular dysfunction. Others have sought unilateral social 
theories, such as a crude form of economie determinism. I have myself 
known of philanthropists who were certain that defective vision was the 
cause of all erime, and that the solution therefore resided in the distribu- 
tion of properly adjusted lenses. Nor must we overlook earlier theories 
according to which the criminal was a degenerate, or, an atavistic phenome- 
non, differentiated anthropologically from modern man. The common char- 
acteristic of each of these theories is that they were one and all based either 
upon a few outstanding and largely exceptional cases, or upon a crude 
statistical analysis of insufficient and biased samples. 
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Now we have another attempt at a unilateral explanation. This book is 
the result of the collaboration of a distinguished Berlin psychoanalyst and 
a Berlin attorney-at-law. Psychoanalysis, originally a form of mental ther- 
apy, has evolved into a general theory of the human mind. The authors 
attempt to explain the criminal and criminal behavior in terms of the well- 
known Freudian concepts. Fundamentally the book is an attempt to under- 
stand the underlying motives of criminal behavior, and through this under- 
standing to arrive at a more comprehensive form of social defense. 

The authors hold that the central question of a trial is ‘‘Why did you 
do this? (page 25). But this cannot be the case. The central question 
must be ‘‘ Did you do this?’’ Only if answered in the affirmative, can the 
first question arise. There has been much agitation in the United States 
in recent years concerning the distinction between the functions of trial and 
sentence. Many hold that the judge should be well trained in law and in 
the psychology of evidence, so that he may be able to conduct the investi- 
gation into the facts alleged in the indictment, but that the power of sent- 
ence should be placed in the hands of another tribunal, equally well trained 
in the psychology of crime and the criminal. Most conservative thinkers 
admit the distinction in theory but hold that the trial judge is best qualified 
to perform both. In either ease it is admitted that social defense requires 
more than a weighing out of justice according to the rigid seales of a legal 
eode. A correct understanding of the criminal and a consequent differen- 
tiation in treatment must form the basis of any new eriminology. 

Have the authors furnished us with this new understanding? They 
give us an adequate summary of psychoanalysis; they produce some excel- 
lent case analyses. Whether, however, it is possible to generalize these few 
cases into a complete theory of the causation of crime may be doubted. Let 
the authors pursue the method open to all investigators, namely, starting 
with adequate samples of the criminal and the non-criminal groups, to 
show by experimental or statistical evidence that the two are differentiated 
from each other in accordance with the necessities of their theory. Until 
this is done, we are compelled to maintain that their explanation has not 
passed from the realm of hypothesis to that of proven theory. 


MALZBERG. 
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Fifty-five “Bad” Boys. By Samure.t W. Hartwe.i, M. D. 359 pages. 
A Kempf, New York and London. 


This book is a description of 55 eases treated by Dr. Hartwell at the 
Judge Baker Foundation over a period of three years. The thesis of the 
book is stated in the following words: ‘‘ Most of the things that act as an 
etiological factor in functional mental diseases, personality difficulties, or 
misconduct tendencies have their origin at an early age. If these can be 
found out, faced and understood by the psychiatrist and the patient at the 
time the damage is being done, or soon after, the hope of cure is greater.’’ 
(page X). This belief is fundamental to the growing child-guidance move- 
ment. There is, of course, every reason why a child should receive expert 
treatment for his disorders, irrespective of their possible influence on later 
behavior. But the added association is a fact of great social significance. 
What, therefore, can the expert in child guidance do? 

By far the greater part of the volume is devoted to the analysis of each 
of the 55 cases. These are grouped under chapter headings, so as to show 
common problems; for example, cases showing misunderstandings, feelings 
of inferiority, mental and neurological diseases, psychie trauma, distorted 
lives, and the problems of the unloved and unwanted child. 

That much ean be done for many of the children even in the face of lim- 
ited community resources, is clearly shown. Many readers will be surprised 
that methods so simple in appearance can lead to fundamental changes. Yet 
trained common sense—often a rare thing—added to a genuine interest in 
children—an even rarer phenomenon—can often accomplish great things. 
In 43 of the 55 cases the author finds modifications in the children that have 
been helpful to them. In 28 cases he claims a successful outcome, and 
believes that the results will be permanent. Twelve cases are classed as 
failures. 

Dr. Hartwell admits that psychotherapy is as yet an art rather than a 
seience. In the transition from the art to the science, constant rigorous 
checking of the results must play an important part. The author is to be 
commended for his interest in tracing the outeome of the eases. The few 
pages, at the close of the volume, devoted to the statistical analysis of the 
results, can hardly be accepted as adequate however. It is perhaps a little 
too early to expect a large body of numerous and standardized data from 
child guidanee clinies. But these must come in time, in order that we may 
learn how success and failure are related to types of treatment. 

The author quotes ‘‘Bad’’ in the title of the book, which may lead the 
reader to infer that badness is often a cloak for our ignorance of the child. 
Evidently Dr. Hartwell believes with many that ‘‘tout comprendre, e’est 
tout pardonner.’’ 

MALZBERG. 
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Brain and Personality. By P. Scuiper, M. D., Ph. D. Pp. 136. Ner- 
vous and Mental Disease Publishing Co., New York and Washington. 


This book is made up of two series of lectures. Part I consists of six 
lectures which were given before the Washington (D. C.) Psychoanalytic 
Association in 1928-29 under the collective title of ‘‘Studies in the Psy- 
chological Aspects of Cerebral Neuropathology.’’ The first of these lee- 
tures, which is entitled ‘‘Problem of Consciousness,’’ consists of a most 
heterogeneous collection of statements, clinical observations, quotations, 
generalizations and psychoanalytical interpretations. Insofar as a central 
theme exists it deals with the conscious disorientation which parallels vari- 
ous neurological conditions. Lecture 2, ‘‘ Problems of Tonus’’ and Lecture 
6, ‘‘The Postural Model of the Body’’ are of the same general tenor in 
that they attempt to show the analogy existing between bodily postures and 
psychoanalytical mechanisms. The lectures on ‘‘Encephalitis,’’ ‘‘Optie 
Agnosia’’ and ‘‘Speech Disturbances’’ are based very largely upon the 
author’s clinical observations. Chapter 7 is a postscript restating the 
author’s position on the nature of psychic influence and what psychie influ- 
ence may do in organie conditions. 

Part II consists of six lectures on the ‘‘ Neuropsychiatrie Aspect of the 
Motility of Schizophrenies’’ which were given before the staff of the Phipps 
clinie of the Johns Hopkins Hospital. This material is much better organ- 
ized and systematized than that of Part I. Schilder’s thesis may be devel- 
oped as follows: An individual experiences some actual difficulty during 
puberty. This difficulty cannot be solved since the fixations are of a homo- 
sexual nature. In an attempt to solve the fixation, over-compensation to 
heterosexuality fails and regression to the homosexual and narcissistic levels 
sets in. The sense of personalization and reality breaks down, the patient 
losing his feeling of personal identification. Transference may be brought 
about during the earlier stages so that the degree of transference is an 
indicator of the progress of the regression. The postural and righting 
reflexes show this same sort of regression to an infantile level. The stupor- 
ous states and negativism are direct reflections of the regression. The 
mannerisms, emotionality and catatonic symptoms are only further expres- 
sions of the same mechanisms. 


C, LANDIS. 
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The Behavior of Young Children. Vols. I and II of a Series by Ernet. 
B. WaArtNG and MARGUERITE WILKER. With an Introduction by Patty 
Hill Smith. 121 and 151 pages. Charles Seribner’s Sons, New York. 
Price $1.00. 


These short volumes are practical manuals for parents or others under- 
taking the training of young children, taking up as they do in great detail 
the behavior of the child learning the routine necessary to civilization. 
Their chief purpose is to teach parents to observe and correct themselves 
in their training of the young. Volume I includes two units, ‘‘ Eating 
Behavior’’ and ‘‘Sleeping Behavior’’; Volume II, three units, ‘‘ Dressing’’, 
‘*Toilet’’? and ‘‘ Washing.’ 

In each unit there is used the same method of guiding the parent in her 
study. The first section of a unit offers numerous appropriate incidents 
about children, followed by an analysis of each. In the second section are 
collected quotations about that particular phase of child behavior. The 
last section consists of questions on every detail of the child’s activities in 
that field and of the adult’s in her attempts to teach the child. In addi- 
tion there is appended to each section a bibliography for the quotations 
used. 

These books will prove most valuable to parents, indicating as they do 
the correct approach to the guidance of the young child. Throughout the 
five units the reader is encouraged to criticise her methods of training the 
little one. For this purpose in each section her attention is ealled repeatedly 
to her responsibility for providing adequate equipment, to the necessity 
for correct analysis of situations, and to the importance of her own emo- 
tional state when in contact with the child. Avoiding technical terms, the 
authors have succeeded in presenting their ideas in a form easily under- 
stood by lay people. As these are such excellent handbooks and so prae- 
tical in other respects it is regretted that they do not contain more infor- 
mation about the approximate age at which the average child is capable 


of performing each act of the daily routine. 


LOUISE TOWER. 
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Introduction to Mental Hygiene. By Ernest R. Groves and Puy..is 
BLANCHARD. 459 pages. Henry Holt & Company, New York. 


This is a very complete book of 16 chapters; at the end of each chapter 
there are: first, suggestions for classroom diseussion ; second, suggestions for 
written reports; and third, selected bibliography. It should prove a good 
textbook for advanced students in mental hygiene. 

The authors begin the book with a record of the development of mental 
hygiene from the organization of the Connecticut State Committee for 
Mental Hygiene in 1909. 

The ancient attitudes toward mental disease are reviewed in the second 
chapter. In the early days insanity was ascribed to demons, and magic 
brought upon one person by another. Ineantations and ceremonials were 
used. For a time, in the Christian era mental disease was considered a 
punishment for sin, to be propitiated by prayer and sacrifice. During the 
middle ages many were secourged and tortured to drive out evil demons. 
America was no more progressive or humane in its treatment than the old 
world. In 1732 Pennsylvania provided the first institutional care for the 
insane and for a time a small fee was charged for the privilege of looking 
or talking to the inmates, just as at Bedlam, England. 

In the twentieth century there has been an enormously accelerated pro- 
gram of the science of psychiatry, both intra-mural and extra-mural, with 
accompanying differences of opinion which characterized every new move- 
ment. Mental hygiene merged and to a certain extent organized the dif- 
ferent schools of thought. Mental hygiene has stimulated and broadened 
both psychiatry and psychology. The authors enumerate the number of 
problems met, both in elinies and private practice. 

In Chapter 3, a serious view is taken of the increasing number of men- 
tal cases. Causes are stated such as the complexity of modern life, the 
type of social philosophy, the increasing dominance of the city; heredity 
and environment are touched. The author quotes Dr. Frankwood Will- 
iams: ‘‘No one ever became insane suddenly.’’ 

In the chapter on delinquency as a mental health problem, it is stated 
that the popular attitude of punishment in the belief of the old doctrine 
of free will, has not been effective. Scientific studies of the delinquent 
should be undertaken. The writers conclude that heredity has been too 
much stressed. The early beginnings of delinquency are dealt with, and 
mental hygiene aims for the prevention of crime and rehabilitation of the 
offender are outlined; the proficial training for probation officers, exten- 
sion of the best type of juvenile court procedure to all communities, clinical 
study, revision of law school curriculum, ete. 
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In the chapter on ‘‘Mental Hygiene and Childhood,’’ such phases as 
pleasure motivation, child development, family relationships, dream world, 
guilt feeling, fear and sex are discussed. Adolescence is the period of agi- 
tation with different problems, social family, vocational, desire for inde- 
pendence, prolonged dependence, sublimation of sex, religious problems. 

The importance of adjusting problem school children is emphasized. 
Frankwood Williams is again quoted on the several roads which children 
may follow. <A vivid picture is drawn of the social failures, vocational 
misfits, and mental breakdowns. 

In the school the teacher often comes unprepared for her task for she 
is inevitably bound to mold her pupils. She may have litthe knowledge of 
the mental hygiene of children, or she may have her own problems unsolved. 
The teachers’ difficulties are outlined, the program in educational methods 
is noted, such as the special class, sections for different types of mentality, 
nutritional and open-air classes. In the high schools in the large centers 
a variety of courses are offered. The writers approve vocational work 
for the dull normal child, advocating simple mechanical trades for boys 
and domestie arts for the girls. In discussing the needs of nursery schools, 
teachers, physicians, psychologists, and psychiatric social workers are men- 
tioned. It might be suggested that the services of the psychiatrist would 
be at times valuable. In relation to character education in the school, 
student government in junior high schools is approved. The development 
of character by ‘‘morality codes’’ or advancement in such groups as 
‘‘Knighthood of Youth’’ is not considered suecessful. 

The guidance clinie in the school is stressed and lists of physical and 
personality maladjustments are given. The college and university assume 
the task of preparing the students for life. Unfortunately, emphasis on 
the passing of courses often lead to neglect of the emotional life of the 
student. Mental hygiene is needed and is offered unusual favorable oppor- 
tunities. The program calls for preventive measures, individual treatment, 
lectures and personal conferences. Other problems in college are discussed, 
such as suicide, vocational guidance and discipline. 

Progressive business has grown eager to use any practical contributions 
made possible by psychology and sociology. It has been found by experi- 
ence however, that complete study of the personality is needed as well as 
formal tests of ability. The psychiatrist has made a contribution in refer- 
ence to difficulties that have arisen in the workers themselves: To deal with 
grievances, to handle peculiar personality types, to help formulate the 
policy of business, to create general happiness and sense of loyalty. 
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Dr. Stanley Cobb is quoted with his program for application of psy- 
chiatry to industry. 

Marriage, including its numerous ramifications, occupies a large place 
in mental hygiene. The marriage interest is divided into three groupings, 
one represents sex, another the contact experience, and third the reaction 
to reality. The many taboos that have been presented about sex, and 
marriage by no means destroys the multitude of impressions, desires, reac- 
tions, that constitute sex development. Marriage is a surprisingly soul 
searching contact. Childhood is the period of the conditioning influences. 
The child may be forced to take an excessive interest in sex. His curiosity 
is met by evasions, deception, and even punishment, with resultant fear 
and shame. The parent may attempt to continue the infantile habits of 
the child. This fixation becomes a personality trend. 

3irth control is discussed. It is pointed out that the practice is in vogue 
among the more intelligent proportion of our population, and if this con- 
tinues will act exactly opposite to what the eugenists desire. It is also 
pointed out however, that birth control has made possible earlier marriages 
with smaller families, where otherwise marriage would have been discour- 
aged or impossible. Habit changes, the coming of the first child, adjust- 
ment of contacts, and vocational adjustments are dealt with. 

The authors feel that there are many points of contact between mental 
hygiene and religion. Each deals with human nature in an effort to 
produce acceptable ways of living, although mental hygiene cannot always 
count upon religion as an ally. The former can never safely ignore the 
religious life of the individual. Conflicts and guilt in religion, mental 
disorder and guilt, revival and conversion are all touched upon. 

Social work is traced from its beginning to its present profession status. 
Social workers coming in contact with the psychiatrie viewpoint, have car- 
ried it over to other than psychiatric cases. The policy of different schools 
for social work is outlined. 

Although burdened by the great number of subjects touched upon, this 
book is a very comprehensive discussion of mental hygiene and valuable 
either for teaching or reference. 


J. L. TOWER. 








RETIREMENT OF DOCTOR KIRBY 


Dr. George H. Kirby, who has been director of the Psychiatrie 
Institute of the New York State Hospital System since October 
1, 1917, will retire from the service on August 1, 1931. 

Dr. Kirby began psychiatrie work in 1899 when he joined the 
staff of the Worcester, (Mass.) State Hospital at the invitation 
of Dr. Adolf Meyer. In 1902, when Dr. Meyer became director 
of the New York Psychiatrie Institute, he appointed Dr. Kirby 
as associate in clinical psychiatry. In this position Dr. Kirby par- 
ticipated in the work of reorganization and modernization of the 
medical work in the State hospitals and the development of post- 
graduate courses at the Institute then located on Ward’s Island. 
In 1906, he spent the year in Europe studying in various hospitals. 
The larger part of the time was spent with Professor Krepelin 
at the Psychiatric Institute in Munich. On May 1, 1908, Dr. Kirby 
was appointed to the newly-created position of director of clinical 
psychiatry at the Manhattan State Hospital. In this position he 
developed the medical and scientific activities of the hospital, and 
organized staff conferences and methods of study which were later 
widely adopted not only in the New York State hospitals but in 
many institutions throughout the country. He prepared an out- 
line of clinical classification of the psychoses with explanatory 
notes for the use of State hospital physicians. This outline was 
subsequently expanded and used in the ‘‘Statistical Guide’’ and 
later was adopted by the American Psychiatrie Association and 
the National Committee for Mental Hygiene and used by these 
organizations in the Statistical Manual for Institutions for Mental 
Disease. 

Dr. Kirby was appointed medical inspector by the State Hos- 
pital Commission, June 1, 1917, but resigned October 1, 1917, to 
become director of the Psychiatric Institute, a position he has 
since held. During the early part of his administration of the 
Institute its teaching and research activities were expanded and 
several important studies were undertaken. When it was decided 
to build a new institute as a part of the Columbia Medical Center, 
Dr. Kirby in consultation with others developed plans for the new 
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building which was finally completed in 1929. The Institute, which 
is now one of the leading psychiatric institutions of the world, 
stands as a monument to Dr. Kirby’s vision and wisdom. The 
dedicatory ceremonies of the new Institute and Hospital held in 
December, 1929, were participated in by distinguished psychia- 
trists representing the leading American and European 
Universities. 

Dr. Kirby has won marked distinction as a teacher of psychiatry. 
He oceupied in succession chairs in psychiatry in each of the medi- 
‘al colleges in New York City. He was professor of mental. dis- 
eases in New York University and Bellevue Medical College, 
1914-17; professor of psychiatry in Cornell University Medical 
College, 1917-27; and professor in psychiatry in the College of 
Physicians and Surgeons of Columbia University sinee 1927. 

Dr. Kirby, during recent years, has served as consulting psychi- 
atrist in the Presbyterian Hospital; Neurological Institute; U. 8S. 
Veterans’ Hospital; Children’s Hospital, Randall’s Island; and 
St. Vincent’s Retreat. 

Professional positions of distinction held at various times by Dr. 
Kirby include the presidency of the New York Psychiatrie Society 
of the New York Society for Clinical Psychiatry, and of the New 
York Neurological Society. He also has served as vice-president 
of the Association for Research in Nervous and Mental Diseases. 
He is an active member of the American Psychiatrie Association, 
the American Neurological Society, New York Academy of Medi- 
cine, and National Committee for Mental Hygiene, and has served 
as a member of the executive committee and Board of Directors 
of the last named organization. 

During the World War Dr. Kirby was commissioned major in 
the Medical Corps and was placed in charge of the neuropsychia- 
tric service of the United States General Hospital No. 1. He 
organized a special unit for the care and treatment of neuropsy- 
chiatrie patients returned from abroad. At the conclusion of the 
war he was commissioned senior surgeon of the U. 8. Public Health 
Reserve Corps ana appointed by President Harding a member of 
the Federal Board of Consultants on Hospitalization and later 
served as medical counselor of the U. S. Veterans’ Bureau. 
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In 1923, Dr. Kirby was appointed by the State Hospital Com- 
mission as chairman of a committee in association with Drs. Wm. 
L. Russell and John R. Ross to make a survey of the medical serv- 
ice of the New York State hospitals. As a result of this investiga- 
tion and the recommendations made by the committee, the clinical 
work of the State hospitals was greatly improved, additional medi- 
eal facilities were provided and standards of care and treatment 
were raised to a higher level. 

For many years Dr. Kirby has taken an active interest in psy- 
chiatric publications. He was one of the editors of the State Hos- 
pitals Bulletin and of its suecessor the Psychiatric Bulletin. Later 
when this publication was succeeded by the State Hospital Quar- 
terly and still later by the Psycuiarric QuarreRLy, he continued 
on the Editorial Board. He has also served for several years on 
the Editorial Board of the American Journal of Psychiatry and 
the Journal of Nervous and Mental Diseases. 

The large number of psychiatric investigations and researches 
organized and conducted by Dr. Kirby include the following: Con- 
stitution and personality make-up in relation to the biogenetice psy- 
choses; prognostic principles in psychogenic disorders; clinical 
differentiation of the intoxication psychoses; studies in race 
psychopathology; the catatonic syndrome in relation to manic- 
depressive psychoses; psychiatric aspects of epidemic encepha- 
litis (in collaboration with Dr. Davis); focal infection and mental 
disease (in collaboration with Dr. Kopeloff) ; mental reaction types 
associated with organic brain diseases; the treatment of general 
paralysis and other forms of neurosyphilis by the use of trypar- 
samide, malaria radiothermy, and other heat-producing agents (in 
collaboration with Drs. Bunker and Hinsie). 

Dr. Kirby is author of a widely used handbook for students and 
hospital physicians entitled ‘‘Guides for History Taking and Clin- 
ical Examination of Psychiatrie Cases.’’ 

In June, 1929, Dr. Kirby received from his alma mater, the Uni- 
versity of North Carolina, the honorary degree of Doctor of Laws. 

After his retirement Dr. Kirby will continue as professor of 
psychiatry of Columbia University and in addition to his teaching 
activities will devote part time to psychiatric practice and consul- 
tation work. 
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Dr. Frederick M. Parsons, Commissioner of Mental Hygiene, in 
referring to the retirement of Dr. Kirby said: 

‘‘Dr. Kirby during his 29 years of service in the New York State 
hospital system has done much to advance the science of psychiatry 
and to promote the better understanding and treatment of patients 
in the State hospitals. As clinical director of Manhattan State 
Hospital he established improved methods for the study of patients 
and the conduct of staff meetings; as director of the Psychiatric 
Institute he had a large part in planning and organizing the new 
psychiatric institution for research, instruction and treatment 
which now forms a part of the Columbia Medical Center. As a 
teacher, he has maintained the highest standards both in theoreti- 
eal and practical work. His lectures and publications have been 
potent factors in the elevation of psychiatric standards throughout 
the country. 

‘‘The Department consented to the retirement of Dr. Kirby very 
reluctantly. The State of New York loses thereby the services of 
one of its most distinguished scientists. Fortunately, Dr. Kirby’s 
interest continues and his advice will still be available.’’ 








DOCTOR CHENEY APPOINTED DIRECTOR OF THE PSYCHIATTRIC 
INSTITUTE AND HOSPITAL 


Dr. Clarence O. Cheney, who has been superintendent of Hudson 
River State Hospital since June 1, 1926, has been appointed by 
Commissioner Parsons director of the Psychiatrie Institute and 
Hospital in New York City, the appointment to become effective 
August 1, 1931. 

Although Dr. Cheney is only 44 years of age he has had extensive 
experience in pathological research, clinical psychiatry and _ hos- 
pital management. After graduating in medicine from the College 
of Physicians and Surgeons, Columbia University, in 1911, he 
was appointed medical interne in Manhattan State Hospital. 
After a year’s service in this position, he was placed in charge of 
the pathological laboratory of the hospital. He served in this 
position until 1917 when he was appointed assistant director of 
the Psychiatric Institute. He left this position September 1, 1922, 
to become assistant superintendent of Utica State Hospital. After 
nearly four years work in such position he was appointed to the 
position he now holds as superintendent in the Hudson River State 
Hospital at Poughkeepsie. While in New York, Dr. Cheney was 
instructor in psychiatry at the Cornell Medical School from 1917 
to 1922; attending physician at the Cornell Dispensary from 1913 
to 1918 and chief of clinic of the Department of Psychiatry from 
1918 to 1921. While at Utica State Hospital he was a lecturer in 
psychiatry at the Syracuse Medical School and attending psychia- 
trist at the dispensary of such school. 

Since 1928, Dr. Cheney has been secretary of the American Psy- 
chiatric Association. He is an active member of many other medi- 
eal and social organizations. 

Scientific papers written by Dr. Cheney include the following: 

‘*Some Conceptions of Epilepsy’’; ‘‘The Significance of the 
Reported Brain Changes in Dementia Precox’’; ‘‘Studies in Foeal 
Infection’’; ‘*‘The New York State Hospital Mental Clinies’’; 
**The Management of Mental Clinic Cases not Requiring Institu- 
tional Care’’; ‘‘The Psychiatrie Clinie and Psychiatrie Social 
Service in a General Hospital’’; ‘‘The Significance of Spiritual- 
ism’’; **The Malarial Treatment of General Paralysis.”’ 

In 1915 Dr. Cheney married Miss Josephine Scott of Philadel- 
phia. They have one son of 14 years. 
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DR. WRIGHT TRANSFERRED TO THE SUPERINTENDENCY 
OF MARCY STATE HOSPITAL 


Dr. William W. Wright, who has been superintendent of Pilgrim 
State Hospital and acting deputy medical inspector since July 1, 
1930, was transferred to the superintendency of Marcy State 
Hospital, July 1, 1931. Previous to his appointment to the Pilgrim 
State Hospital, Dr. Wright served as first assistant physician at 
the Marcy Division of Utica State Hospital. 





RETIREMENT OF TREASURER McGARR 


Timothy E. MeGarr, treasurer of the State institutions in the Depart- 
ment of Mental Hygiene, retired April 30, 1931, after nearly 53 years 
in the service of the State. Though still in the enjoyment of excellent 
health, Mr. MeGarr had reached the age limit for retirement fixed by law. 
He will, however, continue his connection with the State Department of 
Mental Hygiene as business manager of the PSYCHIATRIC QUARTERLY with- 
out salary. 

Mr. MeGarr entered the State service on September 30, 1878, at the 
State Lunatie Asylum now the Utica State Hospital, as stenographer to 
the superintendent, Dr. John P. Gray. He remained in the service of the 
institution until 1889 when he became the first secretary to the newly- 
organized State Commission in Lunacy. He served in this capacity until 
July 8, 1913. He was executive secretary of the Joint Purchasing Board 
of the State hospitals for several years and on September 21, 1921, was 
appointed treasurer for the State hospitals. Following the reorganization 
of the State service in 1926, he became treasurer for all of the institutions 
in the Department of Mental Hygiene comprising the State hospitals for 
the insane, the State schools for mental defectives and Craig Colony for 
epilepties. 

Mr. MeGarr is a member of the Fort Orange Club and is an active 
worker in several social and religious societies. He is an enthusiastic sup- 
porter of the St. Vineent De Paul’s Society and the Albany Community 
Chest. 

As a token of affection to Mr. MeGarr, the staff of the Department of 
Mental Hygiene gave him a luncheon at the DeWitt Clinton Hotel on the 
day of his retirement. Commissioner Frederick W. Parsons presided and 
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on behalf of the Department presented Mr. MeGarr with a handsome tray- 
eling bag. In presenting the gift and expressing the feeling of the mem- 
bers of the staff, Commissioner Parsons spoke as follows: 

‘‘Mr. MeGarr, three years ago we honored ourselves by observing the 
day upon which you completed 50 years of distinguished service to the 
State. The march of events brings other milestones and now we celebrate 
yet another eventful day. Today the State says ‘‘ Well, done’’! The meas- 
ure of your contribution is filled. It runs over and the State makes of 
you no further demand. 

‘*To visualize your situation I see you 53 years ago a young man taking 
your place on the huge wheel of time. Though it rotates slowly and 
relentlessly it gradually brought you to the top. From time to time you 
improved your position on the wheel, but at no time at the expense of 
others. Never did you grasp the ankles of those above or step on the fin- 
gers of those below. Your place on the wheel is now at the zenith. The 
State is about to precipitate you gently into a bed of roses. But roses 
have thorns and your rest will not be complete. The thorns which will 
provoke you most are your inexhaustible energy and abounding vigor, the 
envy of all. You need an outlet for your energy, and to that end you 
are being provided with a work bench in the Department. Come when 
you will; do what you will. Your friends will be there to take your hand 
in welcome. 

‘*Doubtless you will not be with us every day. It is your intention to 
travel. On behalf of your friends in the departmental office it is my 
pleasure to give you a reminder of their affection. When it is with you 
on your journeys look at it and remember our affectionate regard. May 
it smile at you with the friendly eyes of your well-wishers. 

We in the office of the Department of Mental Hygiene do not bid you 
adieu. We wish you Godspeed on your journey and may you begin anew 
another 53 years of useful service to a grateful State.’’ 
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DEATH OF JOHN F. O’BRIEN 


John Francis O’Brien, who, for the past ten years had been head of the 
reimbursement bureau of the State Hospital Commission and the Depart- 
ment of Mental Hygiene, died June 22, 1931, in the Troy Hospital after 
a lingering illness. He was in his 48th year. 

Mr. O’Brien was born in Troy, N. Y., of a family influential in business 
and polities. He attended the LaSalle Institute, graduating in June, 
1903. He subsequently attended Philips Exeter Academy, and Manhat- 
tan College, graduating from the latter in June, 1907, with the degree of 
B. A. He was graduated from the Albany Law School in 1909. From 
1907 to 1914 he was law clerk and attorney for the Boston-Maine Rail- 
road, after which he was secretary, Empressa Coronilla, Montevideo, Uru- 
guay, South America. 

Mr. O’Brien entered the State service on July 16, 1916, as confidential 
agent in the Department of Public Buildings. He became counsel to the 
State Hospital Commission on September 1, 1921. In 1927, the title of 
his position was changed to director of the reimbursement bureau. He 
was a past commander of Noble-Callahan Post, American Legion, and a 
member of the Knights of Columbus and Elks. Besides his wife, who was 
formerly Miss Mae Carney, Mr. O’Brien is survived by three sisters and a 
brother. The funeral was held June 24, from the residence of his uncle, 
Jarvis P. O’Brien, 165 Pawling Avenue, Troy, N. Y. 

During Mr. O’Brien’s term of service in charge of the bureau of reim- 
bursement notable advances in collection work were made and the 
amounts received by the Department from patients and their relatives 
greatly increased. 

He was highly esteemed by his associates and he had a host of friends. 
His early death is greatly deplored. 








EDITOR BRUSH RETIRES 


After 26 years of service as editor-in-chief of the American Journal of 
Psychiatry and its predecessor the American Journal of Insanity, Dr. 
Edward N. Brush at the ripe age of 79 has laid aside his pen and said 
farewell to his editorial associates. His retirement was officially announced 
at the annual meeting of the American Psychiatrie Association at Toronto, 
June 2, 1931. A dinner was held in his honor at the Royal York Hotel on 
the evening of June 4, and a substantial check was given him as a token of 
the esteem and friendship of his fellow members. Tributes and congratu- 
lations from friends far and near were showered upon him. 

Dr. Brush has been privileged to live and keep pace with two genera- 
tions of psychiatrists. He was an assistant physician in the Utica Asylum, 
1878-84; assistant physician in Pennsylvania Hospital for Insane, 1884-91; 
superintendent of Sheppard and Enoch Pratt Hospital, 1891-1920. He 
was professor of psychiatry in the College of Physicians and Surgeons, 
Baltimore, from 1899 to 1920. In his administrative, professional and 
editorial work, he was always abreast of the best practice and thought. 

As Dr. Brush retires from active service, there goes out to him the 
gratitude of the many he has helped, the admiration of psychiatrists 
throughout the world that know of his work, and the love of those who 
were privileged to share his labors. 


ANNUAL MEETING OF THE AMERICAN ASSOCIATION FOR 
THE STUDY OF THE FEEBLEMINDED 


The fifty-fifth annual meeting of the American Association for the Study 
of the Feebleminded was held at the Hotel Pennsylvania, New York City, 
May 25-28, 1931. Dr. H. H. Ramsey, superintendent of the Ellisville State 
School, Ellisville, Mississippi, presided over the several sessions, all of 
which were well attended. The papers were of great interest, and aroused 
vigorous discussion. In the course of the meeting many of the delegates 
visited the New York City Children’s Hospital on Randall’s Island, and 
Letchworth Village, at Thiells, New York. 

The delegates were welcomed by Dr. J. G. William Greeff, commissioner, 
Department of Hospitals of the City of New York. The first scientific 
session followed with a paper by Dr. Thomas H. Haines on ‘‘ Mental Defi- 
ciency Among Public School Children in the United States,’’ which sum- 
marized the findings in 11 State and 2 city mental hygiene surveys con- 
dueted by the National Committee for Mental Hygiene from 1919 to 1924. 
Of 52,514 children examined 3.2 per cent were found mentally defective, 
9.0 per cent borderline or subnormal, and 2.1 per cent psychopathic. Dr. 
Sanger Brown, II, Assistant Commissioner, New York State Department 
of Mental Hygiene, read a significant paper which treated the problem of 
preparing the high grade institutionalized mental defective for subsequent 
community life. Miss Inez F. Stebbins, supervisor of colonies and paroles 
at Rome State School, described two family score ecards utilized in rating 
prospective homes for girls on parole, or employment homes for colony 
girls. Dr. Paul L. Schroeder, director of the Institute for Juvenile 
Research, Chieago, read a paper which presented a report of the continu- 
ous follow-up, over a period of six years, of 829 mentally defective chil- 
dren brought before the Chicago Juvenile Court. At the evening session, 
Miss Helen R. Braem described a sight method and a phonetie method of 
teaching reading to high grade defectives at Letchworth Village. Miss 
Meta L. Anderson, director of the Binet Schools in Newark, N. J., dis- 
cussed the progress of mentally retarded children through the higher 
school grades. Dr. L. Pieree Clark presented a moving picture dramatiza- 
tion of the psychic conflict in two mentally defective children. Mr. 
Rudolph S. Fried, principal of the Florence Nightingale School, Katonah, 
N. Y., emphasized methods of developing self-control in defectives. 

The second day’s session opened with an important analysis of mortal- 
ity among mental defectives in institutions, by Dr. Neil A. Dayton, diree- 
tor of research, Massachusetts State Department of Mental Diseases, in 
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which he showed that mental defectives have higher death rates than the cor- 
responding general populations. Dr. Horatio M. Pollock led the discussion of 
the paper. Dr. Charles 8. Woodall, assistant superintendent of the Wal- 
ter E. Fernald State School, deseribed the results of a survey of the inei- 
dence of tuberculosis in such school. Dr. A. N. Bronfenbrenner, patholo- 
gist, Letchworth Village, spoke on syphilis without serologie findings as 
seen among the feebleminded, and Dr. Howard W. Potter, assistant diree- 
tor, New York State Psychiatrie Institute and Hospital, spoke on hypo- 
phrenia and juvenile general paralysis, presenting a clinical case with 
microphotographs. 

The third session was devoted largely to the consideration of mental 
tests and intelligence quotients. Blanche M. Minogue, psychologist, Leteh- 
worth Village, emphasized the necessity of interpreting the results of men- 
tal tests. Dr. Charles S. Woodall presented a statistical analysis of I. Q. 
variability in mental defectives. In contradiction to previous views, this 
paper sets forth the thesis that within certain age limits, the I. Q. increases 
among a considerable proportion mental defectives. Miss Geraldine 
Stowell, psychologist, District Training School, Annapolis J anction 
Maryland, compared the mentality of institutionalized blacks and whites. 
Miss Cecelia G. Aldrich, research fellow at the Training School, Vineland, 
N. J., described the results of experimental studies of the behavior of 
idiots, disciosing results not revealed by the usual mental tests. 

The presidential address by Dr. H. H. Ramsey emphasized the urgent 
need of checking the high birth rate among the feebleminded and recom- 
mended school clinics as the most effective instrument for the early diag- 
nosis of mental defectives, such early diagnosis being necessary for the 
proper formulation of programs for the preventing of propogation by men- 
tal defectives. 

The final session included a paper by Mollie Woods Hare, director of 
the Woods School, Langhorne, Pa., on the attitude of the private school. 
Dr. Mary Vanuxum, assistant superintendent, Laurelton State Village, 
Laurelton, Pa., spoke on the mentality of children defective mothers. This 
was followed by a paper on the results of selective sterilization, by Dr. E. 
A. Whitney, superintendent and Dr. Mary McD. Shick, assistant physician, 
Elwyn Training School, Elwyn, Pa., in which they stressed the desira- 
bility of sterilizing higher grade defectives who would be adapted to com- 
munity life. The scientific sessions closed with a summary of the impor- 
tant conclusions of the sub-committee on Mental Deficiency of the White 
House Conference on Child Care and Protection. 

The annual meeting in 1932 is to be held in Philadelphia, at which time 
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a proposal to change the name of the organization to the American Asso- 
ciation for the Study of Mental Deficiency is to be voted on. 

The following officers were elected for 1932: 

President—Dr. Harvey M. Watkins, superintendent, Polk State School, 
Polk, Pa. 

Vice-President—Dr. Howard W. Potter, assistant director, New York 
State Psychiatrie Institute and Hospital, New York City. 

Seeretary-Treasurer—Dr. Groves B. Smith, superintendent, Beverly 
Farms, Godfrey, Ill. 

Councillors—Dr. H. H. Ramsay, superintendent, Ellisville State School, 
Ellisville, Miss., and Dr. F. H. Perkins, superintendent, Perkins School of 
Adjustment, Lancaster, Mass. 

Auditor—Dr. G. M. Willson, superintendent, State School, Lauder, 
Wyoming. 


THE TORONTO MEETING OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


With cool weather and warm hearts the Canadians welcomed their 
brothers from the States at the 87th annual meeting of the American 
Psychiatrie Association at Toronto, June 1-5, 1931. The glamor, the 
crowds and the diversions of last year’s meeting with the International 
Congress of Mental Hygiene at Washington were lacking but not greatly 
missed. The varied program with round tables, group conferences, recep- 
tion, tea, and dinner kept the delegates busy and happy. 

The local Committee on Arrangements headed by Dr. Hugh A. MeKay of 
Mimico, Ontario, was highly commended. The tea given the delegates on 
the spacious lawns of Lady Eaton’s beautiful estate, and the boat ride 
about the wonderful new harbor of Toronto were pleasure events of rare 
occurrence. 

The Program Committee, led by Dr. Samuel W. Hamilton, received more 
than the usual amount of praise and censure. Fortunately or unfortu- 
nately, there appeared on the program a paper on ‘‘ Abraham Lincoln as 
a Humorist,’’ by Dr. A. A. Brill, which aroused a great deal of discussion 
both before and after its presentation. Protests against the paper were 
submitted to the council and the matter was discussed by the public press 
throughout the United States and Canada. The paper was read by the 
author at the appointed time and apparently no great harm has resulted. 
We predict, however, that the program committee will not ask anyone 
next year to give an analysis of George Washington, Benito Mussolini or 
Herbert Hoover. 
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The papers to a considerable extent indicated present-day trends in 
psychiatry. The trend toward sterilization of certain classes of defectives 
was shown in the presidential address by Dr. English. The trend toward 
wider dissemination of mental hygiene information was set forth by Dr. 
Sanger Brown, II. The trend toward ‘‘Social Psychiatry’’ was indicated 
by Dr. Marion S. Kenworthy. The trend toward more comprehensive 
research in mental hygiene was emphasized by Dr. C. M. Hinceks. 

A testimonial dinner was given on June 4, in honor of Dr. Edward N. 
Brush, whose retirement from the editorship of the American Journal of 
Psychiatry, was announced. Dr. Brush will be sueceeded by Dr. Clarence 
B. Farrar of Toronto, who has been assistant editor of the Journal for 
several years. 

The Section on Convulsive Disorders, of which Dr. D. S. Renner was 
chairman, conducted two interesting sessions which were devoted princi- 
pally to research studies. 

At close of the meeting several members visited the splendid new Ontario 
Hospital at Whitby. 

Officers elected for the ensuing year were: President, Dr. William L. 
Russell of White Plains, N. Y.; vice-president, Dr. James V. May, Boston, 
Mass. ; secretary-treasurer, Dr. Clarence O. Cheney, Poughkeepsie, N. Y. 

The 1932 meeting will be held in Philadelphia. 


MENTAL HYGIENE MEETING IN NEW YORK 


An unusually interesting mental hygiene dinner meeting was held at 
the Hotel Pennsylvania, New York, on May 14, 1931, at 7 o’clock. -The 
oceasion marked the annual meeting of the New York State and City 
Committees on Mental Hygiene of the State Charities Aid Association, and 
the Mental Hygiene Section of the Welfare Council. More than 260 guests 
attended the dinner, the group representing practically all of the organized 
mental hygiene activities in the State, as well as many prominent indi- 
viduals interested in the movement. 

Mr. Homer Folks, secretary of the State Charities Aid Association, pre- 
sided. The general theme discussion was ‘‘Community Allies of Mental 
Hygiene.”’ 

Dr. Clarence Hincks, general director of the National Committee for 
Mental Hygiene and of the National Canadian Committee on Mental 
Hygiene, proposed that four major mental hygiene activities should be 
stressed: (1) ‘‘Attention to pronounced types of mental disorder, includ- 
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ing criminal behavior; (2) Arrangements for early treatment and clinical 
activities for milder forms of mental disability; (3) The mental hygiene 
training of various groups; and (4) The changing of conditions in school 
and industry to promote mental health.”’ 

‘“‘The National Committee for Mental Hygiene,’’ Dr. Hineks said, ‘‘is 
in the process of organizing a program with clear-cut objectives and we 
hope that in a modest way we will be able to contribute to what I consider 
to be the most fascinating and important of all movements for human 
welfare.’”’ 

Mr. Howard Nudd, director of the Publie Edueation Association, called 
attention to the fact that progressive educators ‘‘are everywhere recogniz- 
ing that the fundamental purpose of education is to enable the individual 
to meet with intelligence and skill the manifold situations which confront 
him—to behave, so to speak, wisely and well, no matter how he may be 
placed in life.’’ They are ‘‘no longer willing to be satisfied with a school 
program in which the accumulation of information and the acquisition of 
skill are the dominant goals.’’ 

Dr. Milton C. Winternitz, dean of the medical school at Yale University, 
stated that ‘‘in the modern concepts of mental hygiene lies much of the 
hope for the release of medical education from its former traditions of 
looking on the patient as a laboratory specimen instead of a human being. 
The first essential in mental hygiene is a totality concept; a broad view 
of the whole pattern of human life. This concept also ealls for the artieu- 
lation in that pattern of the many parts which we eall by such names as 
law, medicine, religion, industry, business, polities, government and 
education. ”’ 

Dr. Harry Elmer Barnes of the editorial staff of the Seripps-Howard 
papers, declared that he knew of no topic more worthy of the attention of 
progressive journalism than mental hygiene. ‘‘Mental hygiene,’’ said Dr. 
3arnes, ‘‘will aid us greatly in discovering the foundations of the future 
moral order. Mental hygiene already is highly developed. It is eapable 
of enormously increasing human well-being right now, if it could be sue- 
cessfully put over to the masses of mankind.’’ 

‘“‘The American press is an institution which is both free enough and 
powerful enough to carry on a successful campaign for moral reconstruc- 
tion based on mental hygiene. It ean succeed if it wishes to do so. All 
that is needed is for the press to regard itself as a publie institution dedi- 
eated to the cause of human well-being, rather than a commercial organi- 
zation created to sell trivial news as a commodity.”’ 








NOTES 


—The Marcy Division of the Utica State Hospital became on July 1, 1931, 
a separate State institution with the name Marcy State Hospital. The site 
for this hospital was purchased by the State in 1912. Contracts for the first 
buildings were let in 1918 and the institution received its first patients in 
December, 1922. From the time of its purchase to July 1, 1931, the prop- 
erty and institution have been managed as a branch of the Utiea State 
Hospital. 


—On May 20, 1931, the Court of Appeals of New York State handed 
down a decision that a mentally incompetent person may bring legal action 
‘‘for redress of wrongs or for vindication of asserted rights.’’ The deci- 
sion came in the case of a patient of the Kings Park State Hospital who 
sought to sue through her guardian for a separation. The action was dis- 
missed in Supreme Court in Brooklyn partly because the plaintiff was a 
mental incompetent. 


—It is announced that the U. S. Public Health Service will furnish sup- 
plies of mosquitoes to be used by various hospitals in this country in the 
malarial treatment of general paralysis. It is stated that one female 
mosquito produces about 3,000 eggs which hatch about evenly into males 
and females. All of the mosquitoes will be kept in wire eages. A large 
number of State institutions have put in requests for the mosquitoes and 
the demand at present exceeds the supply. 


—The homicide record of 1930 compiled by Dr. Frederick L. Hoffman 
was published by the Spectator Company in April, 1931. <A total of 147 
American cities are included in the study. The homicide death rate in 
these cities, which had a total population of over 39,000,000 was 11.0 per 
100,000 of population in 1930 as compared with 10.4 in 1929. The highest 
rate 58.8 was recorded for Memphis, Tenn. Other high rates were Lexing- 
ton, Kentucky, 52.4; Birmingham, Ala, 49.1; Shreveport, La., 41.4; 
Augusta, Ga., 38.0, and Nashville, Tenn., 37.6. 

Several cities of over 50,000 population reported no homicides in 1930. 
New York City had a rate of 7.1 in 1930 as against 6.2 in 1929. Compari- 
son is made with the homicide rate in England and Wales which was 0.5 


in 1919. The highest annual rate in these countries during the decade 
1920-1929 was only 0.8. 
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—Dr. Sanger Brown, II, assistant commissioner of mental hygiene of 
New York State, in an address at the annual meeting of the American 
Association for the Study of the Feebleminded, said that brighter chil- 
dren in institutions for the feebleminded should be supervised by the 
institutional authorities but cared for in nursery schools, boarding homes 
and colonies apart from the institution, where they should take part in 
normal community life, attend public school and church and have normal 
recreation with other children. 


—A comprehensive program has been arranged for the International 
Neurological Congress which is to be held at Berne, Switzerland, from 
August 31 to September 4, 1931. Leading specialists in neurology from 
the United States, England, France, Italy and Switzerland will present 
papers on the latest developments in the neurological field. Among the 
Americans represented on the program are Drs. B. Sachs, Percival Bailey, 
Harvey Cushing, Lewis J. Pollock, Theodore H. Weisenburg, Michael 
Osnato, Armando Ferraro, James C. Fox, Smith Ely Jelliffe, and Walter 
Timme. 


—An interesting and valuable Mental Hygiene Society Institute, 
arranged by the National Committee for Mental Hygiene, was held at the 
Hotel Pennsylvania, on May 14 and 15, 1931. Representatives of State 
and local mental hygiene organizations from all parts of the country took 
part in the meetings, and profited by the stimulus that diseussion of mental 
problems always gives. 

One session of the Institute was devoted to each of the following topies: 
Organization, objectives and program, financing, and educational and pub- 
licity methods. 


-George A. Hastings, who has been assistant secretary of the State 
Charities Aid Association for several years, was appointed on May 11, 
1931, by President Hoover as executive clerk to take over the duties of 
French Strother, administrative assistant to the president, who retires to 
resume private literary activities. In addition to his work for the State 
Charities Aid Association, Mr. Hastings served for several years as execu- 
tive secretary of the New York State Committee on Mental Hygiene and 
for the past three years has been an instructor in the Extension Depart- 
ment of Columbia University. 


Dr. George S. Amsden has recently been appointed psychiatrist-in- 
chief at the New York Hospital and professor of psychiatry in Cornell 


Medical College. He is now engaged in organizing and planning the oper- 
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ations of the psychiatric department of the hospital and the medical school 
preparatory to the opening of the new medical center. Such opening is 
expected to occur in September, 1932. Dr. Amsden was formerly on the 
staff of Bloomingdale Hospital, later he was in charge of Pavilion F of the 
Albany Hospital and during the past year has been connected with the 
Post-Graduate Hospital in New York City. 


—According to the Bulletin of the Massachusetts Society for Mental 
Hygiene, that state has taken another step in recognition of the mental 
factor in crime and delinqueney. Under an act of this year’s legislature 
a thorough mental and physical examination must be made before commit- 
ment of a juvenile delinquent to any one of the State’s training schools. <A 
companion measure, requiring the same study before commitment to a 
county training school, has now passed the legislature. The former covers 
all delinquents within the present age limits, 7 to 17 years, and the latter 
all truants and school offenders, who are before the courts for commitment. 


—A. W. Conroy, chief probation officer of Sullivan County, recently 
made to parents and guardians to find or provide oceupation for their 
children during the school vacation period in an endeavor to prevent the 
usual summer increase in juvenile delinquency. ‘‘Children must not be 
permitted to roam at will during the summer,’’ Mr. Conroy said. ‘‘We 
have more children brought into children’s court for juvenile delinquency 
and insufficient guardianship in summer than at any other time of year. 
The number of minor accidents to children also increases in summer. Too 
many children get into trouble because their elders are too busy or too 
indifferent to counsel them.’’ 


—The suicide record of 1930 is set forth in an interesting statistical 
study by Dr. Frederick L. Hoffman published by the Spectator Company 
in May, 1931. Data were compiled relative to suicides in 99 of the prin- 
cipal American cities, the combined population of which is over 32,000,000. 
The number of suicides in these cities recorded in 1930 was 6,440 or 20 
per hundred thousand of population. Such rate was the highest recorded 
for these cities since 1915. In 1920, the rate dropped to 12.3 but since 
that time the trend has been upward. The rates vary widely in the dif- 
ferent cities, the highest reached being 65.9 recorded for Little Rock, Arkan- 
sas. The lowest rate 2.4 was reported for Altoona, Pa. The rate in New 
York City was 20.1, slightly above the average. It is believed that the sui- 
cide rate for 1930 reflects to some extent the nation-wide industrial and 
business depression. 
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—Dr. William A Conlon, senior assistant physician, Central Islip State 
Hospital, died suddenly on June 28, 1931, at the age of 55. He was born 
at Corning, N. Y., attended Canisius College at Buffalo and later took a 
medical course in Long Island Medical College graduating in 1909. He 
served as an interne in the Metropolitan Hospital on Welfare Island from 
1909 to 1910 and then entered the State hospital service at Kings Park. In 
1911 he was appointed junior physician in Central Islip State Hospital 
and continued in the service of this hospital until the time of his death. 

Dr. Conlon entered the Medical Corps of the Army early in 1917 and was 
first assigned to Ft. Benjamin Harrison. Later in the year he was pro- 
moted to the rank of eaptain and assigned to Camp Zachary Taylor at 
Louisville, Ky. In 1918 he was promoted to the rank of major and served 
at Camp Raritan, N. J. In 1919, Dr. Conlon returned to the service of the 
hospital and in March, 1920, was promoted to senior assistant physician. 

Early in his service at Central Islip State Hospital, Dr. Conlon worked 
with Dr. Joseph W. Moore and Dr. Noguchi of the Rockefeller Institute in 
making a special study of epilepsy. 


—Dr. Francis X. Dereum, neurologist and psychiatrist of Philadelphia, 
died suddenly while presiding at the annual meeting of the American 
Philosophieal Society, April 23, 1931. In addition to attaining prominence 
in his chosen specialties Dr. Dereum took deep interest in all branches of 
science and philosophy. In 1884 he was one of the founders of the Phila- 
delphia Neurological Society. In 1892 he was appointed clinical professor 
of mental and nervous diseases in Jefferson Medical College, and rendered 
conspicuous service in this position until 1925 when he resigned. In 1895 
he edited a textbook on nervous diseases and in 1913 wrote his well-known 
‘*Clinieal Manual of Mental Diseases.’’ Later he wrote other books and 
several scientific articles. 

The honors received by Dr. Dereum included corresponding membership 
in the Neurological Society of Paris, honorary membership in the Psychiat- 
rical and Neurological Societies of Vienna, corresponding membership in 
the Neurological Section of the Royal Society of Medicine of London and 
Chevalier de la Legion d’ Honneur. He was president of the American 
Philosophieal Society at the time of his death. 


—Valuable articles on food and food service in State hospitals for men- 
tal disease, written by Dr. William A. Bryan, superintendent of Worces- 
ter State Hospital, appeared in Hospital Management for March, April 
and May, 1931. Dr. Bryan points out the superiority of the cafeteria over 
the congregate dining room in the feeding of patients. He holds that the 
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cafeteria improves the morals of the institution and gives good satisfaction 
to both patients and employees. The following points emphasized by Dr. 
Bryan are worthy of consideration by all interested in the dining service 
of State institutions: 

‘*Good food attractively served does more to maintain the morale both 
of patients and employees than does any other factor of hospital adminis- 
tration.’ 

‘“The waste is the real index of the dietary performance of any hospital.’’ 

‘The garbage can is an excellent indication of what the kitchen is doing 
in making food palatable.’ 

‘*Most people select what they eat on the basis of its appeal to the eye.’’ 

‘*Patients and employees will put up with overcrowding, poor quarters 
and other inconveniences, if they can really enjoy their meals.’’ 

‘*The service of food in any hospital is a business of no small size and 
deserves the same thoughtful care and attention to details that any success- 
ful purveyor of food would give to a commercial enterprise.’ 


—In accordance with an act passed by the last session of Congress author- 
izing the President to consolidate and coordinate governmental activities 
affecting war veterans, an order providing for a modified organization of 
the Veterans’ Administration has been promulgated and will become effeec- 
tive July 1, 1931. The order provides that the fundamental powers and 
duties of the Veterans’ Administration shall hereafter be performed by 
the following agencies: 

(a) Office of the administrator. 

(b) Office of assistant administrator in charge of medieal and domi- 
ciliary care, construction and supplies. 

(ce) Office of assistant administrator in charge of pensions and com- 
pensation. 

(d) Office of assistant administrator in charge of finance and insurance. 

(ec) Office of the special counsel on insurance claims. 

Each assistant administrator and the special counsel on insurance claims 
shall be directly responsible to the administrator for the proper perform- 
anee of the functions assigned to his office. 

General Frank T. Hines continues as administrator of veterans’ affairs. 
Appointments to principal positions in the veterans’ admir.istration have 
been announced as follows: 

A. D. Hiller as executive assistant to the administrator of veterans’ affairs. 

Colonel George E. Ijams as assistant administrator in charge of medical 
and domiciliary care. 
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Major O. W. Clark as assistant administrator in charge of pensions and 
compensation. 

Harold W. Breining as assistant administrator in charge of finance and 
insurance. 

Major William Wolff Smith as special counsel on insurance claims. 

Dr. Charles M. Griffith as medical director. 

J. O’C Roberts as solicitor. 

Colonel C. W. Wadsworth as director of the National Homes. 

Colonel L. H. Tripp as director, construction service. 

Major J. D. Cutter as director, service of subsistence and medical supplies. 

Edward W. Morgan as director of pensions. 

George E. Brown as director of compensation. 

M. Collins as director of finance. 

H. L. MeCoy as director of insurance. 








